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RURAL VETERANS’ ACCESS TO PRIMARY CARE: 
SUCCESSES AND CHALLENGES 


MONDAY, AUGUST 22, 2005 

U.S. House of Representatives, 
Subcommittee on Health, 
Committee on Veterans’ Affairs, 
Washington, D.C. 

The Subcommittee met, pursuant to call, at 9:06 a.m., at Eastern 
Maine Community College, Room 501, Rangeley Hall, 354 Hogan 
Road, Bangor, Maine, Hon. Henry E. Brown, Jr., [Chairman of the 
Subcommittee] Presiding. 

Present: Representatives Brown and Michaud. 

Mr. Brown of South Carolina. Good morning. My name is Henry 
Brown and I chair the Health Subcommittee of the Veterans Commit- 
tee. I’m from South Carolina. 

It is a real pleasure to be up in Maine. This is my first stop. And, 
you know, I left that 95 degree heat, it just came down from a hun- 
dred degrees. So, it’s been a real pleasure this morning to wake up 
and enjoy the nice cool temperatures that you folks have here. 

It’s a real pleasure to be here. I know Mike Michaud and I serve 
together in Congress, and two years ago we served on the Veterans 
Benefits Subcommittee. And then I got to be Chairman of the Health 
Subcommittee, and Mike got to be Ranking Member on that Subcom- 
mittee, so it’s been a real good working relationship. And our goal as 
the chair of the Health Committee is to try and improve the health 
care delivery for veterans. And we try to do some things to get us 
up with the 21st Century and deal with some other issues that we 
have. 

And we’re grateful today to come and listen to you, the veterans, 
and make absolutely sure that this is working; not just in South Car- 
olina or in Texas, but in Chicago and also in Maine. 

Rural healthcare is a big issue for us, because, in a state like Maine, 
and even some little areas in South Carolina, where accessability to 
good healthcare is a major concern. 

We also have with us some staff members of the Senate. And I know 
Mark Kontio is here -- Mark, would you raise your hand -- thanks for 
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coming -- from Senator Olympia Snowe’s office. Jon Ford from Sena- 
tor Collins’ office. Matt LaPointe from Thomas Allen’s office. 

Although the Senators and Congressman Allen were not ahle to 
come, I’m pleased that Congressman Allen asked us to submit his 
statement in the record, and we will certainly he happy to do that. 

[The statement of Thomas Allen appears on p. 33] 

Before delving into the subject of today’s hearing, I would like to 
extend my heart-felt thanks to both my staff and Mr. Michaud’s staff 
I would like to recognize Jeff Weekly and Dolores Dunn from my staff 
- - Mike, if you would recognize your staff -- 

Mr. Michaud. Yes, Linda Bennett, from my staff, as well as my 
staff from the State of Maine, and several are here today. 

I would like to thank them -- and your staff. Chairman Brown -- for 
coordinating this hearing. I appreciate all of the hard work. 

Mr. Brown of South Carolina. Well, I certainly appreciate the hos- 
pitality that you’ve shown, Mike, and your staff since we have been 
here together. And I look forward to going to Togus later today and 
see the medical facility up there. 

Today we examine how the VA is providing primary care to veter- 
ans in rural Maine; what challenges the VA confronts in providing 
care for veterans in the state; and what unique and innovative mea- 
sures serve as potential solutions to meet these challenges. 

The panels we will hear from today, because of their roles inside 
and outside of VA, will help us better understand the current state of 
play for Mainers and the gaps that have developed due to the rural 
make-up of the state. 

As Chairman, it is my hope that when gaps in treatment or clinical 
care are identified, we put significant effort behind developing new 
and innovative approaches to providing care for those who live long 
distances from VA medical centers or community-based outpatient 
clinics. 

We must remember, however, Maine is not alone when it comes to 
providing rural care to our veterans. So, the solutions we consider 
as policymakers -- those already in use, or new ideas generated as a 
result of this hearing -- should be exportable to other states and lo- 
calities in the United States, so that all eligible and enrolled veterans 
can benefit. 

I now yield to my good friend, Mike Michaud. 

Mr. Michaud. Thank you very much, Mr. Chairman. And once 
again, I want to welcome you, your staff, and staffs from other law- 
makers. I welcome you to the State of Maine, and hopefully you’ll 
have an enjoyable stay while you are here. I want to thank Eastern 
Maine Community College for allowing us to use their facility here 
this morning, I really appreciate that. 

I also want to thank all of the veterans who are here today. I know 
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a lot of them have traveled great distances to get here, several over 
three hours this morning, so I really appreciate your time and effort 
to come here this morning. 

Mr. Chairman, I want to especially thank you for agreeing to hold 
this hearing in the State of Maine. And there’s another hearing in 
South Carolina next month. 

I know the Chairman and I are definitely united in a bipartisan 
effort to look at taking care of our veterans. It is a high priority for 
hoth of us. 

It is a great honor to serve with you, Mr. Chairman, in a bipartisan 
effort over the last three years to make sure that the veterans get the 
services they need. 

I’m also very pleased that the Democrats and Republicans came 
together earlier this year to correct the shortfall that we received in 
the original budget as it relates to veterans. 

That bipartisan effort was put forth in a supplemental budget, that 
the President signed on August 2nd, and we’re very pleased with the 
additional funding. 

The budget shortfall definitely hurt the veterans’ access to care and 
quality of care; it was put at risk. 

In Maine, the VA had to put a hold on filling many staff positions 
until the new funds were released. 

I must say I am surprised that the VA Central Office was caught 
by surprise by the shortfall in June. The Bangor Daily News had 
reported back in January that there was a 14 million dollar shortfall 
at the Togus VA Medical Center. 

I hope that we can continue working in a bipartisan manner and 
keep the dialogue open to make sure that we find long-term solutions 
for VA funding. 

I’m fully supportive of mandatory funding. 

If members of Congress, the President and his Cabinet, and federal 
employees are guaranteed healthcare benefits, then I think veterans 
should be guaranteed their healthcare benefits as well. 

As we tackle the underlying flaws that we find in the budget pro- 
cess, we also must look at how do we take care of Priority 8 veterans 
as well. 

Mr. Chairman, we have a proud tradition here in Maine in answer- 
ing the call to service. One in six Mainers are veterans. And we are 
very pleased with that. 

We have a new generation of veterans who are risking their lives 
in Iraq and Afghanistan. 

Americans from small rural towns, in your state and mine, have 
taken on more than their share of answering the call to serve their 
country. 

I think it’s important to the returning soldiers who need the help 
readjusting once they get back home, that we will provide that help. 
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We’ll be looking at the need also for quick access for mental health 
services to prevent the chronic mental health problems that we are 
seeing. 

We must not fail these heroes by ignoring that need. I look forward 
to hearing from Veterans Integrated Service Network, or VISN, 1 
Director, Dr. Post; and Togus VAMC Director, Jack Sims -- looking 
forward to their testimony, and the efforts to expand the capacity to 
serve veterans in the state of Maine, which is definitely needed. 

I’m also looking forward to hearing from them as well on the open- 
ing of CBOCs that were proposed under the CARES recommenda- 
tions. 

Veterans need these clinics. We must move forward to get these 
clinics up and running. Telemedicine is great. I believe telemedicine 
is important, but it’s not the answer for all of the problems that we 
have. 

We must make sure that we do not forget that, with telemedicine, 
we must have adequate staff -- whether it’s psychiatrists or eye doc- 
tors to meet the demand. No amount of technology will make up that 
difference. 

I’m also concerned about the way mental health patients are being 
integrated into primary care. Many veterans suffer from depression, 
post-traumatic stress disorder, and other mental health problems. 

There simply are not enough mental health care specialists to meet 
the demand. We’re looking forward to hearing about that issue. 

If you look at the statistics, Mr. Chairman, last year VISN 1 spent 
only 60 percent of what it did nine years ago to treat veterans with 
serious mental illness. 

Also, VISN 1 only had 78 percent of the mental health staff that it 
had back in 1996. 

I am concerned that this means a reduction in the care for our vet- 
erans. I’m looking forward to hearing the testimony from the VISN 1 
Director and Togus VAMC Director Jack Sims. 

I want to thank you both for taking the time to come here this 
morning. 

Thank you. 

Mr. Brown of South Carolina. Thank you very much, Mike. 

At this time we’ll call the first panel to come forward. Our first 
panel is Dr. Chirico-Post, appointed Director of the New England 
Healthcare System in 2000. She oversees a network of healthcare 
centers throughout the six New England states. 

Mr. John Sims has served as the Director of the VA Medical Center 
for 15 years. His leadership has been instrumental in helping veter- 
ans in rural Maine access a broad range of medical services. 

And let’s start with you. Doctor. 
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STATEMENTS OF JEANNETTE CHIRICO-POST, M.D., 

NETWORK DIRECTOR, VA NEW ENGLAND HEALTHCARE 

SYSTEM; AND JOHN H. SIMS, JR., DIRECTOR, TOGUS VA 

MEDICAL CENTER 

STATEMENT OF DR. JEANNETTE CHIRICO-POST 

Dr. Chirico-Post. Good morning. Mr. Chairman and members of 
the committee, thank you for the opportunity to appear today to dis- 
cuss Rural Veterans Access to Primary Care: Successes and Chal- 
lenges. 

The New England Healthcare System is comprised of the six states 
in New England as an integrated health care delivery system to 
provide comprehensive quality, innovative care, in a compassionate 
manner to all veterans it serves. 

We serve a population of 240,000 veterans with a total budget of 
over $1.4 billion dollars. Our eight medical centers operate approx- 
imately 1900 beds, and we have about 26,000 admissions to those 
beds. 

The network is committed to provide the right care at the right 
time in the right place and at the right course. 

We are committed to the unique healthcare challenges that Maine 
faces. 

We are fortunate to be affiliated with premier medical schools in 
the country, including New England College of Osteopathic Medicine. 
And we are a leader in research and post-graduate education. 

I’m pleased today to discuss the many areas in which VA is excel- 
ling in the state of Maine. Currently there are no significant waiting 
lists or backlog for new primary care patients in Maine. 71.6 percent 
of new patients are seen within 30 days, and 94 percent of the estab- 
lished patients are seen within 30 days. 

We’ve had outstanding performance in Maine in high risk, high 
volume areas, such as cancer screening and diabetic care. 

Access is enhanced in New England through a total of 38 opera- 
tional community-based outpatient clinics, with the quality at the 
same standard as it is at the medical centers. 

VHA has committed to the expansion of service and the transfor- 
mation of mental health care, and the spectrum of services in Maine 
include both inpatient and outpatient services. 

The network very successfully secured funding recently through- 
out the six states in support of those mental health services. 

A grant recently received provides for the expansion of services to 
treat additional areas though substance abuse disorders, but not lim- 
ited in that area. 

We have a number of special programs that were initiated and 
flourished in support of the frail elderly in Maine. These home com- 
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munity-based care programs include other areas such as hospice-vet- 
eran partnerships that exist. 

Telemedicine is a strategy to meet some of the rural healthcare 
needs in the network, including those veterans who need special ser- 
vices at a distance. 

The goal is to provide an electronic network capable of support- 
ing the veteran patient wherever they live by providing innovative 
means of communication between the patient and the healthcare pro- 
vider on site. 

Care coordination/Home Tele-health programs provide the tools to 
help patients self-manage their care, reducing hospitalizations and 
enabling them to live in the least restrictive environment. 

A recent article from the US News and World Report entitled. 
House Calls, discusses telemedicine and the VA’s use of this innova- 
tive medical tool. 

And I would like to submit a copy of this for the record. 

Advances in telemedicine and technology are included through the 
innovative implementation of My HealtheVet, which will allow the 
veteran access through the Internet for pharmacy refill functional- 
ity. 

In addition to that, through the technology, we are able to establish 
consultation for our patients and additional referrals so the patients 
do not have to travel long distances. 

We work collaboratively with the Department of Defense to insure 
a seamless transition for our returning service members. Our com- 
puterized patient record system provides a sharing of data in a secure 
fashion. 

There are other areas in which telemedicine has provided enhanced 
access to the veterans of Maine, including dermatology, psychiatry, 
pathology, cardiac monitoring through electrocardiograms. 

VA is committed to ensuring a seamless transition from active duty 
to civilian status for our newest veterans returning from conflict in 
Afghanistan and Iraq. 

To date, over 5,000 veterans are enrolled in the network, includ- 
ing over 500 in Maine. These veterans are primarily seeking care 
through primary care, dental care, and mental health services. 

Additionally, we have 18 Vet Centers located throughout the net- 
work, five in the state of Maine. 

In summary, the VA has implemented numerous innovations to 
meet the rural health care challenges facing our Maine veterans. 
And today’s veterans will know, in whatever setting they receive their 
healthcare, that they are receiving the highest quality of healthcare 
from the professionals who provide that care to our Nation’s veter- 
ans. 

Mr. Chairman, that concludes my statement. I truly appreciate 
the opportunity to share with you how VA New England Healthcare 
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System provides quality and compassionate healthcare to the veter- 
ans of New England. 

Mr. Brown of South Carolina. Thank you, Dr. Chirico-Post. At 
the conclusion of Mr. Sims’ remarks, we’ll then have some questions. 
Thank you. 

[The attachment appears on p. 38] 

[The statement of Dr. Chirico-Post appears on p. 40] 

Mr. Brown of South Carolina. Mr. Sims? 

STATEMENT OF JOHN H. SIMS, JR. 

Mr. Sims. Mr. Chairman, Congressman Michaud, thank you very 
much for the opportunity to speak to you today about Rural Veterans 
Access to Primary Care in Maine. 

At Togus, as well as throughout the entire health care field, there 
is now a sustained emphasis on outpatient services, an emphasis that 
has significantly reduced hospitalization stays and more clearly fo- 
cuses on outpatient clinics and their available services. 

Although we have changed the manner in which we provide our 
care, we continue to provide the same broad range of services and 
high quality care that we have always provided to an ever increasing 
number of Maine veterans. 

During my 15-year tenure as Director of the Togus VA Medical 
Center, there’s been a remarkable and sustained shift in the delivery 
of health care services in Maine. In particular, the VA has been pro- 
gressive in its attempt to provide rural health care access. 

Today there are five full-time community-based outpatient clinics - 
- CBOCs -- in Maine, several of which have been expanded more than 
once to meet the increased demand. 

These full-service CBOCs are located in Caribou, Bangor, Calais, 
Rumford and Saco. And, in addition, we have a part-time clinic lo- 
cated in Fort Kent which operates as a satellite of our Caribou CBOC. 
In addition to primary care, an essential part of that primary care at 
our CBOCs is the provision of preventive health services and health 
promotions as well, in addition to disease prevention programs. 

We also have two VA mental health clinics located in Bangor and 
Portland. 

To better serve the Maine veterans, four of these CBOCs were re- 
cently expanded or relocated, and the remaining CBOC in Calais will 
soon be in its new location. And we’re hopeful that that will occur in 
October of this year. We’re on schedule. 

We’ve also been able to increase access to mental health through- 
out the state. The Bangor CBOC has adjacent mental health clinic 
which is fully staffed and operates on a full-time basis. 

Mental health support for our Saco CBOC is provided by the newly 
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expanded and relocated mental health clinic in Portland. 

Tele-mental health is in place in Caribou and is planned for Calais 
when that CBOC is relocated later this year. 

Finally, the Rumford CBOC now has an onsite mental health cli- 
nician one day a week with plans to expand that service when addi- 
tional resources become available. 

One of the most significant changes in VA health care in Maine has 
been the extraordinary increase in the number of enrolled veterans 
selecting VA as their preferred choice for health care services. 

In 1999, we had a total enrollment of 19,000 veterans in the State 
of Maine. 2004, the end of last fiscal year, that was up to 36,000 vet- 
erans seeking their care from VA. 

The significant piece then with regards to rural health care is that, 
back in 1999, only one-third of the veterans, were getting their care 
at a CBOC. In 2004, half of our enrolled veterans are now getting 
their care out in the rural areas. Obviously, that shows that the vet- 
erans want to get their care closer to where they live. 

The Togus Healthcare System has been coordinating very closely 
with the Maine National Guard and various reserve units to conduct 
outreach for the Operation Iraq Freedom/Operation Enduring Free- 
dom veterans as they’re returning. 

The outreach efforts include healthcare and non- medical benefit 
briefings as well as information on readjustment counseling by the 
Vet Centers. 

Currently, approximately 550 of these veterans have enrolled for 
VA healthcare, and about 80 percent of those are actively seeking 
some type of medical and/or mental health care. 

At this point, the vast majority of veterans have only required out- 
patient health care. 

In May 2004, the CARES Decision identified six additional sites of 
care throughout Maine, that were authorized pending the availabil- 
ity of resources and validation with the most current data. 

To better meet the needs of the under served veteran populations, 
the majority of these newly authorized sites will be located in more 
rural areas of Maine, which would significantly further the attain- 
ment of a primary goal of providing veterans quality health care clos- 
er to their homes. 

Togus will continue to closely monitor implementation of these 
sites of care. 

To date we have about 69 patients receiving various stages of ad- 
junctive care through tele-health devices. Our Home-based primary 
care unit has been using video phone devices for more than a year 
to provide follow-up and on-going care to patients in individual and 
residential home settings. 

Physician assistants and nurses use these devices to review medi- 
cations, look at wounds, complete psychosocial assessments, conduct 
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follow-up reviews for medication changes, and determine if there 
have heen any other changes or medications have heen changes. 

To better serve the veterans of Maine, we must continue to monitor 
their needs and find ways to meet the challenges those needs pres- 
ent. 

America’s veterans have earned the hest care we can possibly pro- 
vide, and it’s our distinct privilege to provide them with the highest 
levels of customer service. 

We will continue to coordinate closely with Maine’s veterans and 
with national and state Veterans Service Organizations, as we do our 
very best to address our veterans’ concerns. 

We certainly sincerely appreciate your interest and support in 
helping the VA to successfully accomplish our sacred mission of pro- 
viding world-class care to all those who have so honorably served our 
great country. 

Thank you very much. 

[The statement of Mr. Sims appears on p. 45] 

Mr. Brown of South Carolina. Let me just say, I thank both of 
you for coming today. Also, let me thank you both for addressing the 
challenges that we have in rural America to find the veterans and 
find some adaptable services, that we are committed to support and 
sort of move away from the institutional type of setting in the hospi- 
tals we have in place and try to get needs and services closer. 

I noticed. Dr. Post, in your testimony you talked about the wait 
time. I’m just wondering, how is the wait time for specialty-type per- 
formance? 

Dr. Chirico-Post. We continue to face significant challenges in 
meeting VHAs own standards in providing specialty services within 
30 days. 

And throughout the network, there’s a variation, if you would, in 
those challenges, primarily depending on the availability of special- 
ist. 

We don’t have significant delays in neurology -- I happen to be a 
neurologist -- but we do have significant delays in gastroenterology, 
eye care, orthopedic care. 

There are those sub-specialities that are difficult to recruit in cer- 
tain areas. 

We have in place a system whereby there’s a prioritization, if you 
would, for the veteran who needs that care, and how that care might 
be rendered. 

If we can not provide the care in a timely fashion in one of our in- 
stitutions, then we seek to do that for that veteran outside the VA on 
a fee basis. 

Mr. Brown of South Carolina. How about mental health. 

Dr. Chirico-Post. Let me speak to mental health as well. 
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We have an integrated model, if you would, of the delivery of servic- 
es of mental health that run the gamut from simple things that may 
he managed through -- through a primary care office; like depression 
in the early stages can he managed hy a primary care physician. 

So, those who are seriously mentally ill, they may require services 
of a psychiatrist. I’m very proud, in New England, that one of the 
standards that VHA uses to measure how well we’re doing in provid- 
ing those services, is to look at the percentage of mental health care 
visits in our community-hased outpatient clinics, where the enrollees 
total over 1500. And we do very well in that -- in that network. We’re 
not perfect. We face challenges in several of the areas. 

And, again. I’ll go hack to the issue of the principal resource of the 
provider being a scarce specialty to get enough of. 

From an innovative point of view, what we have done in the net- 
work is two things. One is that, you’re prohahly very well aware of 
our computerized patient records. There’s no health care organiza- 
tion that has a computerized system like this, so that a veteran who 
is seen in Caribou, Maine, and has consulted with me in Massachu- 
setts, I can pull up the record, as well as in California. 

That serves as a basis, I think, for coordination continuity, espe- 
cially in referrals. 

That’s one thing. 

The other thing that we have done more recently is establish direct 
linkups through telemedicine that Mr. Sims talked briefly about, es- 
pecially between Caribou and Togus. 

When I was chief of staff at Providence, Mr. Sims and I established 
a relationship in dermatology between Providence and Togus. 

The challenge that we faced in psychiatry, I think, is the gamut of 
illnesses that the individuals may have when they come to seek their 
care from us. 

So, we attempt to better coordinate that care. We have other re- 
sources especially in the state of Maine that we tap into, called out- 
reach centers or Vet Centers. 

In all of New England, we have 18, and in Maine we have five. 

Recently there’s been separate funding for those Vet Centers. VA 
New England received a number of those in support of that, and we 
have worked very closely with our vet centers in outreach. 

Because, sometimes the veteran doesn’t want to come to the hospi- 
tal, and is much more comfortable seeing a comrade at the Vet Cen- 
ter, and then can get referred into Togus. 

Mr. Brown of South Carolina. Do you experience difficulty in see- 
ing the transfer between the DOD and the VA as far as their medical 
records. 

Dr. Chirico-Post. Seamless transition at this time in this country 
is the best it’s ever been, I think. 

The VHA has on the ground folks in Department of Defense to se- 
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cure a better coordination of those individuals once they get out. 

We have an office in VHA for seamless transition. I have a person 
in the network, Mr. Sims has a person in the facility, that we rely on 
as the point person for just that issue. 

The electronic medical record is a challenge. There are some in- 
compatibilities that exist right now, but both Department of Defense 
and VHA are committed to enhancing those technical challenges that 
we face to improve the response that might exist there. 

We have in the network a standardized system whereby, we go out 
to the reserve units, even before they go to discuss what will be avail- 
able for them when they come back; we do the same thing when they 
come back. 

We have readily accessible to them a specific place that they can 
call at any one of the medical centers when they call in, so that we 
can be there for them. 

Mr. Brown of South Carolina. I know that Mr. Michaud has some 
questions, too, but let me just ask one further question. 

In the four major services, do you have any opportunities to co- 
ordinate services, like with the medical universities, in those eight 
regions that you’re involved in? 

I know in South Carolina, in our rural areas, we have, like, family 
health clinics for our newer vets. I’m hearing reports that they were 
recommended that we need more coordination between our county 
governments and state governments and the VAs. 

Do you all have -- 

Dr. Chirico-Post. On the network side, we’re very fortunate to 
have relationships, whether it’s through the state government or 
through the medical schools, and other healthcare partners that we 
can partner with. 

Just here in the state of Maine, we have a wonderful relationship 
with our state veteran homes, from a long-term care point of view, 
where we work in conjunction with them. 

For the last several years, I’ve been the co- chair of the homeless 
coordinated program through New England. And that brings to the 
table the state governments -- all of the New England states, the 
chairperson for Veterans’ Affairs, for example, of the state; the VA, 
and Social Security, to interact and integrate and coordinate resourc- 
es and services one with the other. 

So, we do try to take advantage of that. 

Mr. Brown of South Carolina. In South Carolina we are looking 
at -- we also have a VA hospital in the same region or the same -- ap- 
proximately in the same vicinity as a medical university hospital. 

We’re looking to replace both of those facilities, and move the VA 
hospital closer to the medical university, where so many of the offices 
are located. And that would help with the cost of the testing equip- 
ment, it would be a good mix to do that. 
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Dr. Chirico-Post. At the present time, as a consequence of the 
original proposals and recommendations out of the CARES process, 
we’re also looking at integrating, if you would, three of the facilities 
in Eastern Massachusetts. And part of the equation of that is the 
relationship with the schools. And part of the equation is, how do 
you hest utilize that technology? How do you better integrate the 
research programs? 

VA New England has received -- the largest number of dollars from 
all of the VHA research comes to New England. 

So, we still have a number of those physicians and Ph.D. Individu- 
als who do the research and observations, if you would, in the VHA. 

But, in addition to that, provide quality care to the veterans. 

Mr. Brown of South Carolina. We also have some outpatient clin- 
ics, but we have a combination with DOD also, with an air force base 
in Charleston; and so that’s another way of sharing. 

Thank you for your patience in answering my questions. And I 
think Congressman Michaud may have some questions now. 

Mr. Michaud. Thank you very much, Mr. Chairman. 

Once again, I want to thank you. Dr. Post and Mr. Sims, for your 
testimony. We enjoyed it. 

Dr. Chirico-Post, I want to congratulate you. I understand that 
you’re going to receive the VHA Recognition Award, so I want to con- 
gratulate you. 

Dr. Chirico-Post. Thank you very much. 

Mr. Michaud. We are here to help you do whatever we can to make 
sure that we take care of the veterans. 

I want to be more specific to the state of Maine. If you look at New 
England, you can practically fit all of New England inside the State of 
Maine. Maine’s a very large state. We can drive another hour north 
of here, and that would be the center point for the State of Maine. So, 
it’s a big state. 

I’m concerned that, with this tight budget, that money for the clin- 
ics that have been recommended under the CARES process, and the 
timing to get those programs up and running. My concern is, wheth- 
er or not that funding will come out of the existing budget of Togus 
VAMC facility. I definitely do not agree with that. 

The VISN will need additional funding for these clinics. With the 
supplemental budget that was passed, will that help move these clin- 
ics forward? 

Particularly, when you look at where these clinics are located, 
whether it’s Dover-Foxcroft, Lincoln, Houlton, Lewiston-Auburn area 
- a lot of these areas -- I know the VA has been working with local 
healthcare providers to move these clinics forward, and this will be 
great. 

So, my question is, when will they be up and running? 

The second part of that question is, have you estimated the cost 
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for each one of these clinics, what it will cost to get them up and run- 
ning? 

Dr. Chirico-Post. Let me begin to answer that question, and some 
of the specifics of the resources required to open up the individual 
clinics, Mr. Sims may have those specific dollars associated with it. 

Let me also thank you for the 1.5 supplemental that we have re- 
ceived. I think that -- 1 have given my professional career to veteran 
healthcare. 

And to he recognized in that way, to receive the additional resourc- 
es, I think demonstrated that, as good stewards of those resources, 
which I believe we are in the network, and Mr. Sims is in the State 
of Maine, that we will take those resources and do what’s best for the 
veteran. 

So, having said that, the supplemental clearly brings us closer to 
the implementation of the recommendation of the CARES program. 

We go back in history to the foundation of the CARES program, 
which was to look at the capital assets that we had, and provide for 
enhanced services. That’s what it was. 

And the particular recommendation for -- that affects us and in our 
discussion today was, if you look out from a demographic point of view 
over the next ten and twenty years, you realize that the numbers, the 
sheer numbers that will come to us in VHA, would increase. 

And New England, 25 years ago, we might not have said that. But, 
clearly, three years ago, when we started the process for CARES, and 
we keep updating our numbers. 

And as Mr. Sims has said, in Maine, of the six New England states, 
the greatest market penetration is in Maine. So, on average, about 27 
percent of our veterans in Maine come to receive their care through 
VHA. 

CARES recognizes, given our definition of urban rural and highly 
rural, that we could -- 1 would say for the network, 97 percent of the 
veterans who seek their care have access to care within 30 minutes. 
That’s not true of Maine. It’s less than 60 percent. I think it’s 56 or 
57 percent. 

So, the recommendations to open the clinics in Lincoln, and to 
speak out to those other areas, that probably will be outreach. 

We originally, in the CARES proposal, started out looking at tele- 
medicine throughout Maine. There were other opportunities. CARES 
was not saying that you have to do it in one way or the other. 

I think the network, with the facility, will come forward and say, 
this is what we would like to do. 

So, the first order of business, I think, is to open Lincoln. And then 
after that, to take a look at the other access points, if you would, and 
what’s the best way of doing that. 

Clearly, the CARES recommendation came out at the end of -- the 
middle to end of ‘04. In ‘05, the process of protocol we need to follow 
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is to go back into headquarters requesting to open it. 

And one of the issues for us was the financial feasibility, which we 
could not do in ‘05. 

We don’t know what the budget’s going to be for ‘06. Given the 
supplemental that we received in ‘05, we’re fortunate that we’re able 
to do a number of new things for the organization. 

A new CAT scan for Maine. A mobile MRI unit on station in Togus 
at least two days a week. We would never have been able to do that. 

I think the total dollars that came to Mr. Sims out of the supple- 
mental was something like 13 million. And that includes both the 
equipment and the maintenance that’s there. 

To get back to your question. That obviously puts us in a better 
position to be able to put together the papers and the protocol, and 
we have to see what the budget’s going to be for ‘06, to move forward 
in that regard. 

Because, we want the same things that you want, and that’s better 
access for the veterans. 

Mr. Michaud. This may call for Mr. Sims to answer. That 13 mil- 
lion, was that FY 05? 

Dr. Chirico-Post. Yes. 

Mr. Michaud. Now, that 11 million dollars that was borrowed, was 
that all for Togus, or was that part of VISN 1? 

Dr. Chirico-Post. Let me deal with the 11 million. 

Before we got the supplemental back in the spring, we assessed 
that we needed 11 million dollars in capital to do what we considered 
high priority safety issues for the organization. 

We never did borrow 11 million, we only borrowed five million. And 
that was to be paid back with the beginning of the next fiscal year. 

So, the 11 million -- and I don’t have that figure off the top of my 
head, how much of that were for projects here in Maine, but it was a 
fair share. 

As I look at the budget across the network, the Maine budget is that 
it has increased over certainly the five years that I have been network 
director. And the apportionment that Maine receives in equipment 
and NRN has always been slightly greater, mostly because there’s 
36,000 veterans for us to take care of, and almost 1000 employees 
that we manage in the state of Maine. 

Mr. Michaud. The centers, Mr. Sims, how soon can they get up and 
running? 

I know, it’s the goal to come closer, but I don’t know when they’re 
going to be up and running. No. 1. 

My next question is, I’ve been hearing a lot from the veterans in the 
Lewiston-Auburn area, and what are your thoughts about a Lewis- 
ton-Auburn CBOC? 

Mr. Sims. First of all, we continue to, in anticipation of being able 
to get these up and running -- we’ve had ongoing discussion in many 
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of the communities already. They’ve heen identified. 

Certainly in Lincoln, with a local facility there. The CEO, we’ve 
had discussion about possibly -- about the possibility of space, and 
how we might do that. 

In the Houlton area there’s a definite interest on the part of veteran 
groups there to secure a building and have that be available for us. 

So, there’s ongoing planning in place, so that once the resources 
are available, we can move quickly and get these up in a reasonable 
time. 

Now, once we have that final notification, there are other logistics 
that are required. Actually getting the equipment, getting the furni- 
ture in place, and having the space open and ready to work in. 

Lewiston-Auburn is an area that I think, certainly now, is a large 
demographic area -- second largest population concentration in the 
state -- and it’s far enough away from Togus and our other sites that 
I think that it makes sense for that to be a site for us in the future as 
we get to that point in the planning process. 

Certainly, again, a fair amount of veteran interest in that area. 
We’re working very closely with the various grassroots efforts that 
are in place there to get a suitable site when that comes. 

Mr. Michaud. I see my time’s running out, Mr. Chairman. But, if 
I might, Mr. Sims, you testified - or your testimony indicates that 22 
percent of the newest veterans enrolled at Togus are using mental 
health services. 

If this rate continues, will VA be able to provide mental health ser- 
vices without increasing the staff level? 

I know Maine has had an increase in funding in the VA. But, when 
you also look at Maine, 16 percent of our population is veterans. Per- 
centage-wise, we’re one of the highest in the country. 

Likewise, when you look at those who are actively serving in Iraq 
and Afghanistan, we are way up there in numbers. We need the ser- 
vices. Being a rural state, that makes it much more problematic. 

So, do you think that the mental health resources will be there? 

Mr. Sims. I absolutely do think so. We just recently added two new 
psychiatrists to our mental health department. 

In fact, one of those just recently came off active duty, and had 
served in Iraq, and so is very well qualified to know some of the things 
that the returning soldiers are facing. 

So, we’ve added new psychiatrists, other mental health staff. We 
are fully staffed in mental health at this time. 

We have emphasis on the returning veterans, and the issues that 
they’re facing, particularly within our PTSD program. 

As Dr. Post mentioned, we have other programs coming online at 
our outbase clinic as well. And I think we’re in a good position right 
now to be able to deal with any of those issues that would come up. 

Mr. Michaud. How is Togus integrating mental health services 
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into primary care? 

Mr. Sims. Again, there is close coordination. With the computer- 
ized medical records, the primary care providers can see what’s being 
done on the mental health side; and the mental health side can see 
the progress notes from the primary care providers. And it’s just an 
integration of the whole services. 

They’re located at Togus in close proximity to each other, and so 
consultation as needed between the providers and -- again I think, 
they are very well coordinated, and mental health services are in 
good shape. 

Mr. Michaud. Would you be able to provide the cost for clinics as 
far as what it would cost to get clinics in Lincoln and Dover and all 
other recommended sites? 

Mr. Sims. We could provide some preliminary costs. Again, it’s 
going to depend on what the lease cost may be ultimately and, you 
know, the size of the clinic when we finally configure it. But, we could 
come up with some preliminary costs for you. We could get that to 
you, yes. 

Mr. Michaud. I would appreciate that. 

[The information appears on p. 112] 

Mr. Brown of South Carolina. Thanks Mike. Let me follow up 
along with that same line of questioning. I think you proposed five 
new clinics in -- 1 think you said 2000, and your patient load was, like, 
what, 19,000; and I think in 2004 you had like 36,000. 

Do you anticipate by adding these new health centers that those 
numbers will go up, or do you think those numbers will be just shifted 
around to the new locations? 

Mr. Sims. We will do some shifting around, clearly that’s our intent 
for some of these. But, we know from past experience that when we 
open up these outbase clinics, that there will be new enrollments as 
well. 

And we’ve had some projections in some areas. And in Lincoln, 
for example, we’re expecting maybe as many as 400 new enrollments 
initially, and then probably some growth from there. 

But, certainly, there will be some new growth. As we put these 
CBOCs out in the rural areas, as Dr. Post mentioned, the market 
penetration greatly expands and grows in those areas because, when 
it’s there, they come. 

Mr. Brown of South Carolina. Are you finding that the veterans 
are citizens of Maine, or are they migrating from some other regions 
in the United States. 

Mr. Sims. Mostly it’s Maine citizens, but certainly we get a wide 
variety. And we’re here to take care of the veterans of the United 
States of America, and we do that. 

Mr. Brown of South Carolina. I represent the coast of South Caro- 
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lina and it’s getting to be a destination of choice for retirees. In fact, 
I think it would be a good connector if we could spend winters in 
Myrtle Beach and summers up here. 

Let me ask you one other question. Do you have an idea of how 
much you’re spending for fee services now? 

Dr. Chirico-Post. The network spends over 70 million dollars in 
fee services. 

Mr. Brown of South Carolina. And how much of that is in Maine. 

Dr. Chirico-Post. About 20. 

Mr. Sims. Probably about 20 million dollars, yes. It’s a significant 
amount here in Maine -- 

Mr. Brown of South Carolina. Do you see that that is costing VA 
health centers more money? 

Mr. Sims. That again is our expectation, as we put these places 
closer to where the veterans live, because they’ll get their healthcare 
from us rather than the fee -- 

Mr. Brown of South Carolina. You understand that this is a cost 
saving -- 

Mr. Sims. Absolutely. 

Mr. Brown of South Carolina. Let me ask you just one other ques- 
tion and then we’ll move on to the next panel. Do you have facility 
specific data in terms of the numbers seeking enrollment solely for 
the purposes of ordering or refilling prescriptions. 

Mr. Sims. I’m not sure that we do, quite frankly. It’s been signifi- 
cant, but I think it’s tapered off some recently, so - 

If we have it. I’ll get it. 

Mr. Brown of South Carolina. Let me ask another question then 
to follow up on that. 

I know, I think, in order to get a prescription filled or refilled, you 
must see your doctor. 

Mr. Sims. Correct. 

Mr. Brown of South Carolina. How do you feel about filling the lo- 
cal doctor’s prescriptions; would that help the patient load some. 

Mr. Sims. Well - 

Mr. Brown of South Carolina. I know that, as a policy, that may 
be something that you’d want to take a look at, but I’m just curious to 
have you address that. 

Mr. Sims. Well, the VA was established as a healthcare provider, 
not a pharmacy. And so, certainly anything that would deviate from 
that would require legislation to allow that sort of thing to happen. 

And I think that would be the response. But, there certainly is 
a significant amount of co-managed care that does go on in the VA 
system, where some veterans prefer to stick with their local provider, 
and then come to the VA because of the prescription benefit. 

I think that as we open up additional sites of care, if we’re closer to 
where the veteran actually resides, that they’ll be more apt to go to 
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VA care initially, and not seek out their local provider. 

I know we have a significant number of veterans who, once they do 
come to VA, find out how good the care is, how wide the variety of care 
is, and have transferred their care entirely to VA. So -- 

Dr. Chirico-Post. A final comment that I will make on that, VHA, 
through its extensive performance measurements system has dem- 
onstrated hoth on the inpatient and outpatient side of the house that 
we are a leader in quality, a benchmark for other healthcare organi- 
zations. 

A recent study in preparation for this that I looked at was to com- 
pare -- the joint commission publishes a performance through ORECS 
and in Togus -- Togus is above other healthcare organizations in those 
inpatient performances. 

That didn’t happen by accident, it’s by coordinating the care. 

And for those of us who provide that care -- 1 think there has to be a 
different policy decision to support the prescription only in the VHA. 

We don’t have that policy yet. 

Mr. Brown of South Carolina. Right. And we’ve established that. 
I was just curious to know how you might feel about that. 

I know you said that your mission is to take care of these veter- 
ans and, you know, prescriptions are part of their healthcare too. I 
don’t know why they would separate that, but I was wondering if you 
would just have a response to that. 

Thank you all. Mike, do you want to -- 

Mr. Michaud. Yes. Mr. Chairman, I have, actually, several more 
questions, and I would request permission to submit the questions for 
the record so we could get the response from Dr. Post and Mr. Sims. 

As well as I want to thank you both for coming today. And I defi- 
nitely encourage Mr. Sims to try to get those numbers to us, and re- 
ally work hard with the hospitals out there in the community. I know 
they’re real anxious to do whatever they can to make sure that they 
can work with the VA to get the clinics up and running, because we 
definitely do need them. 

Mr. Brown of South Carolina. Thank you very much. Let’s move 
up our next panel. 

Our second panel is Don Simoneau, Vice Commander of the De- 
partment of Maine American Legion; Mr. Gary Laweryson, Chair- 
man of the Maine Veterans Coordinating Committee; and Mr. Roger 
Lessard, President, of Local 2610 of the American Federation of Gov- 
ernment Employees. And Mr. Lessard has been an employee of the 
VA for over 20 years. 

And we welcome you guys and we’ll ask Mr. Lessard to begin. 
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STATEMENTS OF ROGER LESSARD, PRESIDENT, AFGE LO- 
CAL 2610; DON SIMONEAU, VICE COMMANDER, THE 

DEPARTMENT OF MAINE AMERICAN LEGION; AND GARY 

Laweryson, CHAIRMAN, MAINE VETERANS COORDINAT- 
ING COMMITTEE 

STATEMENT OF ROGER LESSARD 

Mr. Lessard. Thank you, Mr. Chairman. It’s my pleasure to he 
here today. Of course, I represent approximately 800 VA employees 
in professional and nonprofessional positions at the VA facilities af- 
filiated with Togus; also including the Bangor, Calais and Caribou 
community clinics. 

Rural healthcare markets face significant challenges as compared 
to urban markets, including a limited number of specialists, less ac- 
cess to expensive technologies, and a less affluent patient popula- 
tion. 

At the same time, rural Americans are disproportionately repre- 
sented in the military. Thus, it is no surprise that a disparity in 
healthcare exists between veterans living in rural areas and their 
urban and suburban counterparts. 

A recent study by public health experts found that veterans living 
in rural areas experience a lower health-related quality of life. As a 
result, the veterans’ health care costs are estimated to be as high as 
11 percent greater in rural areas. 

Here in Maine, we are very familiar with these healthcare chal- 
lenges. Maine ranks fourth in the nation when it comes to the share 
of veterans living in rural areas. 

Togus VA Director Jack Sims testified before the CARES Commis- 
sion two years ago that only 59 percent of the enrollees have access 
to primary care services within the CARES travel time criteria, and 
only 52 percent have access to acute hospital care. 

The Togus VAMC has experienced a dramatic growth in demand 
for services over the last four years. We average between 300 to 400 
new enrollees per month. 

Similarly, our community based outpatient clinics have experienced 
tremendous increases in demand in the past few years. As a result, 
our veterans are forced to wait longer for needed medical care. 

For example, there is currently a four-month wait for ultrasounds 
in radiology, as well as a wait list for cardiology, urology, and other 
specialty care. 

The CARES Commission warned the VA of this likely surge in 
demand in its February 2004 Report to Secretary. Specifically, the 
Commission recommended the addition of five CBOCs in Maine, in- 
cluding one in Lincoln. 

However, due to lack of funding, and contrary to the CARES Com- 
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mission’s recommendations, no new CBOCs have opened up to serve 
Maine’s veterans more promptly and closer to home. 

If and when we area ahle to open additional CBOCs, we will not he 
ahle to adequately staff them given the current hiring freeze. 

Since the start of this year, we have only heen ahle to hire one 
new employee for every two we lost. If the freeze continues, our only 
alternative will he to take staff away from another CBOCs, causing 
shortages and delays there instead. 

Lack of funding and cuts in FTEs also affect our ability to deliver 
timely care in other ways. We have heen forced hy budget cuts to 
delay the implementation of important innovations such as our nurse 
case management system. 

Also, we had to delay needed capital improvements and medical 
equipment purchases, including a much needed MRI machine as dis- 
cussed below. 

Despite years of short staffing, I am proud to represent a staff that 
has been continuously dedicated to the caring of our veterans. At the 
same time, I also have to care about our dedicated employees who 
become ill and stressed because of mandated overtime. Prolonged 
overtime and other pressures also are causing more or our older staff 
members to take early retirement, which further adds to the staffing 
problem. 

These staff shortages have forced us to hire agency staff -- an un- 
satisfactory stopgap measure which ends up costing the taxpayer 
more, while affecting the quality and safety of the medical care we 
provide to our veterans. 

The veterans in our state need new facilities and more staff to meet 
their medical needs. Additional CBOCs will allow us to provide more 
timely care and reduce the long distances that many veterans have 
to drive to see a doctor. 

We will not help the rural veteran -- what will not help the rural 
veteran is an increased use of costly fee basis services. 

Another VISN recently estimated that fee basis care costs 35 per- 
cent more than care provided by a VA facility. One must also con- 
sider the difference in quality in care delivered by an outside provider 
who lacks the training and resources available within the VA. 

Finally, veterans and taxpayers in Maine will benefit from the ac- 
quisition of an MRI machine at Togus. 

Currently, we have to pay high prices to outside providers because 
we do not have our own MRI or PET Scan machines, diverting scarce 
health care dollars from other needs. 

If we had our own MRI machine, we could save close to a million 
dollars a year, even after including the cost of the purchase. In addi- 
tion, our veterans would be able to get their screenings in- house. 

This has changed, by the way, because now we are proposing to get 
an MRI machine and PET Scan in Togus. 
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We are grateful for the recent good news that the current short- 
fall in VA health care dollars has heen partially addressed through 
supplemental funding. These additional dollars will enable us to un- 
dertake some of the capital improvements that we had to delay. 

In the long term, there should he a better way to provide reliable 
funding for the medical needs of returning soldiers and other veter- 
ans. 

Every budget cycle, our dedicated staff as well as the veterans we 
serve are left wondering whether there will be enough funding for 
hospital beds and doctor visits. 

Uncertain funding also takes a toll on our ability to plan for the 
long-term needs of current and future veterans. 

Thank you again for the opportunity to testify on behalf of the Maine 
veterans and thank you also for holding this hearing in Maine. 

We at Togus will continue to provide the best care for our veterans. 
I am proud and grateful that as elected officials that you have rec- 
ognized how this shortfall has hurt veterans and that measures are 
needed to rectify the problems that have resulted. 

I pray that our veterans will never again have to experience these 
problems in accessing health care. 

Thank you. 

Mr. Brown of South Carolina. Thank you, Mr. Lessard. And thank 
you for your service. 

[The statement of Mr. Lessard appears on p. 51] 

Mr. Brown of South Carolina. At the conclusion of all three of 
these presentations, we’ll have some questions. 

STATEMENT OF DON SIMONEAU 

Mr. Simoneau. Chairman Brown, Congressman Michaud, I thank 
you for the opportunity to testify before you today on behalf of the 
American Legion, Department of Maine, regarding Access to Primary 
Care for Rural Veterans in the State of Maine. 

According to the 2000 Census, many rural and non- metropolitan 
counties across the nation had the highest concentrations of veterans 
in the civilian population aged 18 and over from 1990 to 2000. 

The State of Maine has the fourth highest proportion of veterans 
living in rural areas in the nation at 15.9 percent. Studies have fur- 
ther shown that veterans who live in rural areas are in poorer health 
than their urban counterparts. 

And I present to you an article from the American Journal of Public 
Health, October 2004, to go on record to show that article and that 
study. 

The Capital Asset Realignment for Enhanced Services, CARES 
Commission, report released February 2004 specifically mentioned 
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the Far North Market, which is Maine. 

Only 59 percent of the veterans in Maine are presently within the 
CARES own guidelines, to access primary care services. 

The subsequent CARES decision released in May 2004 identified 
156 priority community based outpatient clinics, six of which are 
slated for Maine. 

CBOCs were designed to bring health care closer to the veteran, 
and that means in the community where the veteran resides. 

After a long, hard fought battle the final commission report and the 
CARES decision decided that, indeed, VISNl, and more importantly, 
Maine, needed these CBOCs to provide adequate primary care access 
to a mostly rural population. 

The CARES decision of May 2004 directed that VISN begin im- 
mediate preparation of proposals for development of CBOCs for that 
same year. However, upon inquiry to the Veterans Administration 
Central Office, the American Legion has learned that business plans 
have not been submitted or revalidated during 2005, and are not an- 
ticipated until the final 2006 budget allocations are distributed and 
reviewed by VISNs. 

The CBOCs of VISN 1 listed in the CARES decision are all desig- 
nated for the State of Maine. The American Legion does not under- 
stand this delay. Nearly two years will have passed in preparing the 
proposals. 

Additionally, establishing a CBOC is not a not a short process, and 
now the timeline has been considerably pushed back. The VA can ill 
afford a time lapse as lengthy as two years when it comes to providing 
health care to our rural veterans. 

The nation is in the midst of a war on terror, and delaying the deliv- 
ery of quality health care is not in the best interest of any veteran. 

Of special note is the provision of mental health services within the 
CBOC setting. Mental health specialists within the VA all agree that 
CBOC should provide mental health services; however, they do not. 

The committee on care of veterans with serious mental illness, has 
been monitoring this issue for years and has advocated in their an- 
nual report to Under Secretary of Health that CBOCs need to provide 
mental health services. 

It has been reported that up to 30 percent of the returning veter- 
ans from Operations Enduring and Iraqi Freedom will have mental 
health problems to include post-traumatic stress disorder. 

In 2005, Togus reported approximately 365 Operations Enduring 
Freedom and Iraqi Freedom veterans enrolled for healthcare with 
approximately 260 actively seeking medical and or mental health 
services. 

While the VA does not believe returning veterans will have a major 
impact on Togus, they are continuing to monitor it. 

The American Legion cautions the Togus facility on their optimis- 
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tic view of returning veterans and their impact on the system. 

Let us not forget that the returning veteran suffers from multiple 
physical and mental wounds and is resource intensive to treat. Those 
that put their life on the line so that we may enjoy our carefree life- 
styles deserve nothing hut the hest, and we can not deny them their 
deserve treatment. 

What is of growing concern to the American Legion is the increas- 
ing number of veterans who are put on electronic wait lists. For ex- 
ample, in medical specialities, if a veteran is a service-connected at 
50 to 100 percent, priority group 1, you can usually he seen within 30 
to 45 days. However, if you are not in that priority group, you can 
wait up to year for specialties such as ophthalmology or orthopedics. 

The VA budget woes are well documented, and the American Legion 
has played a key role in bringing these shortfalls to the forefront. 

The American Legion has advocated for assured funding to ensure 
shortfalls such as that experienced by the VA this year does not hap- 
pen in the future. 

Again, I thank you for the opportunity -- for giving the American 
Legion this opportunity to express our views for the Department of 
Maine. We look forward to our continued work with Congress on 
these important issues. 

Thank you, sir. 

[Applause.] 

[The statement of Mr. Simoneau appears on p. 55] 

[The attachment appears on p. 59] 

Mr. Brown of South Carolina. I would also like to thank Mr. Simo- 
neau for the help you put in for locating graves of the departed vet- 
erans. 

And I was just curious as I read that last night, that there’s an ini- 
tiative in other states and other regions to do a similar thing. 

Mr. Simoneau. When I started that a few years ago, it was a local 
thing, because my Post said that we need to make sure that we flag 
the veterans. 

And now I’m getting phone calls from all over the country. I mean, 
I’ve had people from Ohio and Florida contact me and say, how did 
you start this, and, you know, where do you go from there. So -- 
Thank you, sir. 

Mr. Brown of South Carolina. Okay. Mr. Laweryson. 
STATEMENT OF GARY LAWERYSON 

Mr. Laweryson. Chairman Brown, Congressman Michaud, we 
appreciate testifying on behalf of the Maine Veterans Coordinating 
Committee. We represent 14 organizations and speak as a united 
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voice for the veterans of Maine. 

The VA CARES program, short for Capital Asset Realignment En- 
hanced Services, studied the access to Maine’s rural veteran popu- 
lation and concluded more Community Based Outpatient Clinics 
- CBOCs -- were needed along Maine’s North-South corridor and 
Western Maine. 

These CBOCs would provide a greater number of Maine’s rural vet- 
erans the much need access to quality outpatient and specialty care. 

Every CBOC site within Maine is filled to capacity and are in need 
of expansion to he ahle to continue to provide the quality care Maine’s 
veterans have come to expect. The CARES study shows Maine is 
greater in area and rural veteran population than the other entire 
VISN 1 areas. 

In 2004, the VA’s computer projections were 154,000 veterans in 
Maine that were eligible for care in the VA system. 

These projections did not take into account the veterans who move 
to Maine’s rural areas to escape the fast life, nor Maine’s growing 
retired veteran population. 

Through the efforts of the Maine Veterans Coordinating Commit- 
tee and its subsidiary organizations, Togus VAMROC enrolled 500- 
700 new veterans each month for over two years. 

Although this trend has slowed, Togus continues to enroll new vet- 
erans each month. 

Now that Maine’s National Guard and Reserve components are re- 
turning from Afghanistan and Iraq, many with wounds and illnesses 
requiring VA care, the need for access will again increase. 

Maine’s current VA system is stretched to the breaking point, and 
it is imperative that new CBOCs are made available to provide timely 
access to the services. 

Due to Maine’s unique geographical size, it is difficult for many of 
Maine’s veterans to travel to the existing sites. Maine has no mass 
transit system. Maine’s veterans rely on the DAV shuttle bus for 
transport to Togus and the CBOCs. 

However, in the northern counties, there is only one bus available. 
Many of Maine’s rural veterans are on a limited, fixed income and are 
unable to afford transportation to Togus or the nearest CBOC. Nor 
can these veterans afford health insurance or access to local care. 

The Maine Veterans Coordinating Committee believes Togus 
should be expanded to become a full service VA Regional Medical 
Center, independent of Boston. Maine’s rural veterans must now 
travel several hours one way to obtain care at Togus or a CBOC. 

To require Maine’s veterans to travel three to eight hours more to 
Boston for tertiary care is unacceptable. Maine has one of the top 
rated Cardiac Surgery Centers in the nation, and is leading the na- 
tion in long-term care and end-of-life care provided to our veterans. 

Sending Maine’s veterans to Boston removes the family and local 
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veteran support system sorely needed to effect recovery of its veter- 
ans. 

While the majority of the nation is urban or metro, and have showed 
a slower growth, rural Maine has demonstrated a sustained growth 
pattern and will continue this trend. 

Lastly, the Maine Veterans Coordinating Committee would urge 
the VA to open lines of communications to all veterans, not just 
in Maine. In the past, the veterans have not felt the VA was user 
friendly. As a result, many older veterans and those serving on ac- 
tive duty have failed to avail themselves of the quality care provided 
hy the current VA system. 

In Maine, the veterans are handing together to educate our vet- 
erans on the many services available to them. Operation I Served 
is a joint project initiated to provide information to Maine’s veter- 
ans, their spouses and families on services through the VA system, 
educational benefits, tax relief, financial assistance, employment as- 
sistance, housing assistance, and long-term-care options through the 
VA and Maine’s Veterans Homes systems. 

Our program has received requests and been supplied to many 
other states. 

Again, on behalf of the Maine Veterans Coordinating Committee 
and the Maine veterans we represent, thank you for allowing us the 
opportunity to speak to you. 

The Maine Veterans Coordinating Committee looks forward to con- 
tinuing to work with Congress to enable the VA to provide quality 
services to all veterans. 

[Applause.] 

Mr. Brown of South Carolina. Thank you very much. And thank 
you for that report. 

[The statement of Mr. Laweryson appears on p. 64] 

Mr. Brown of South Carolina. We’ll continue the questions. 

Mr. Simoneau, while this hearing is focused on primary care, do 
you think there’s any utility in using new innovative technology such 
as telemedicine to help fill the current gap of specialized services you 
mentioned in your testimony, like tele-psychiatry? 

Mr. Simoneau. Congressman, I guess my own -- my own gut in- 
stinct is that, if I’m suffering from PTSD, or I’m suffering from men- 
tal illness, I want to talk to a person. I don’t want to sit in front 
of a telecommunication device and testify in front of something that 
scares the puppy out of me. 

And I believe that a doctor or a therapist immediately for that pa- 
tient needs to be there for that type of service. 

Mr. Brown of South Carolina. Do you see any line of treatment 
where telemedicine might work, like eye examinations, blood sugar 
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checking, and many other different types of diagnostic testing situa- 
tions that you believe it could fit. 

Mr. Simoneau. I believe there are places that tele-communication 
will work. But I think that we have to be real careful in placing what 
items in front of that type of situation. 

If we’re talking about a doctor being able to look at reports and do 
things with telecommunication with a patient that are paper-work 
intensive or such, yes. 

But, when it gets down to an exam, where you’re really talking 
about the nuts and bolts of what’s going on with the patient -- a lot of 
these people have been through stresses already in their lives. 

And to put them under the stress of a television camera I think is 
unfair. There are places they can be used, I agree. But, I think we 
have to be very careful in picking those areas. 

Mr. Brown of South Carolina. Mr. Laweryson, your written testi- 
mony suggested that VA is not notifying younger and older veterans 
of the services available through the VA. I know there’s the Ameri- 
can Legion and other avenues. 

What type of outreaches would you like to see that aren’t currently 
taking place in Maine or other regions of the nation? 

Mr. Laweryson. Well, sir, I think the VA has to overcome the past 
transgressions. 

What I mean by that is, the communications. The VA right now is 
user friendly. From the Vietnam era on, it wasn’t user friendly. And 
that stigma sat there for a long time. We have seen an increase of 
Vietnam veterans coming, and that’s due to the fact that this -- we’re 
used to working with the VA on that. Communication goes out, and 
then it’s up to the service organizations to get the word out, and ex- 
plain to them that this is a user-friendly system now. 

And, as Mr. Sims eluded to, once they get in there they find out -- 
you know, it’s like Christmas. This place is fantastic. 

And then they come back out and spread the word again. But, it’s 
a fact that we need to get that word to them, especially the older ones 
right now with the economy the way it is and the fuel. There’s tough 
times ahead in the state of Maine, especially -- an hour north or here, 
either side of 95, is a bit lonely. There’s not much out there. 

And a lot of your combat veterans, not just from Maine, but from 
other states, gravitate to this solitude. There’s a great number up 
there that are hiding. 

The 154,000 veterans that we have, and -- we feel it is higher -- and 
our objective or goal is to notify as many of them as we can. That’s 
why we went from 16,000 to 36,000. And we tend to make Jack earn 
his money up there, get another 10 to 15,000 enrolled. 

Mr. Brown of South Carolina. Mr. Simoneau, do you have any 
suggestions of how we might be able to reach the veterans and notify 
them of the services available. 
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Mr. Simoneau. I believe part of our problem in the state of Maine 
is how rural we are. 

You can go an hour from here and not have cell phone communica- 
tion down the street. You can go across the street and not have com- 
munication on the Internet. 

There’s a lot of people within the state of Maine who don’t have TV 
cable. There’s a lot of access issues within the state of Maine that are 
really prevalent to the state of Maine because of the type of state we 
are. 

Reaching those people is a full-time job, and I’m not sure how we 
can better do that. 

The veteran organizations go out there, but you need to under- 
stand, some of these veterans are really skeptical about a veterans 
organization. You know, what do they want from me. 

And they’re afraid of the VA system. The VA turned me down when 
I got home from World War II. I went over to see them and they said, 
sorry, you’re okay, go home. And that veteran in 1946 went home. 

And now, when he’s 80 years old, we try to tell them, you know, you 
need to go to Togus, you need to get some help. 

He looks at me and he says, but they sent me away in 1946. 

And you would be surprised how many veterans that are out there 
that are that way. And I’m talking 1946, World War II veterans. 

But, we can do the same thing with the Korean veterans, and we 
can do the same thing with the Vietnam era veterans, and I’m sure 
down the road with the Iraqi Freedom veterans, we’re going to have 
that same issue. 

How do we do that? I’m not sure. 

We’ve done local areas where we bring in people from the VA, peo- 
ple from the Maine Veteran Services, and we sit down and we ask 
veterans to come to the community to apply for help, to talk to people. 
Those fair-type systems work very well. 

But, to put them on in a state as rural as Maine is tight skating. 

Mr. Brown of South Carolina. Do you have something like a mail- 
ing list? I know the post office gets to everybody, I would assume 
that, even up here -- 

Do you have up here a mailing list where you have everybody re- 
corded? 

Mr. Simoneau. I believe, under the Freedom of Information Act, 
and all of the other requirements for protecting peoples’ rights, that’s 
one of the drawbacks of those rights, and that protection. 

The names are out there, but we don’t have access to them. We 
have access to the 26,000 members of the American Legion here in 
the state of Maine, but we don’t have access to the 156,000 that are 
actually veterans. 

Mr. Brown of South Carolina. Okay. Mr. Michaud. 

Mr. Michaud. Thank you very much, Mr. Chairman. 
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Mr. Laweryson, you talked about the Operation I Serve program. 
I was really intrigued by that. And living in the state of Maine all 
my life, I know how rural the state of Maine is, and it’s problematic 
particularly when you look at the economic hardships which we have 
had over a number of years with mill closings and what have you. 

Currently we’re going through the BRAG process and we don’t 
know how that’s going to end up for bases in Maine. 

In the program. Operation I Serve, how do veterans know about 
that program? I know it’s difficult. We do have telecommunications 
here, but is there a website, or an 800 number that they can call in? 
Do you do mailings? 

Can you tell us a little bit more about the program? 

Mr. Laweryson. The I Serve, we have a website, www.mainedvs. 
org. They get the information from there. The packets come out in 
the county where it’s most rural up there. 

Every town office gets a copy of this on CD as well as the paper one. 
And that was done through the coordinating committee. We got the 
funds ourselves, and we got a veteran up there, John Wallace, who’s 
working on his own. 

And we’ve got this as far south as North Carolina now. I retired 
from the Marine Corps down there. And when I went down there this 
summer, I dropped it off at the VA transition site at Camp Lejeune. 

We also picked up the VA transitional list, and we’re in the process 
of sending them all over the states, which is the major military instal- 
lations. 

[To Chairman Brown.] South Carolina will get theirs shortly. 

But, the veterans returning from active duty, the ones in Maine, 
we got to let them know. Because when I decapped, we knew noth- 
ing about Maine. I grew up here, but I didn’t know what the services 
were. 

And I come back and worked through the system. So, what we did 
is put down the state commanders and the Maine Veterans Coordi- 
nating Committee the one with the BBS, and he’s sit down and come 
up with a list of phone numbers, points of contact in the state, federal 
level. 

We amend this every three to four months. We’re putting on all 
of the elected officials now. The governor’s on board with this. He 
made the announcement the 1 1th of November. He was kicking this 
off. He fully supports it. 

We’re grass roots. We’re paying for it for ourselves. It isn’t costing 
the state anything. 

But, it’s helpful to the state because we’re getting the veterans in 
here. It’s a slow process. 

At town meetings I think would be the way to go. 

The VA wasn’t allowed to go up and actively enroll because they 
were shut down, because of the waiting list. Our philosophy was, if 
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you could get the numbers then you could justify them paying or get- 
ting the money to us. And it works. 

And Jack Sims down there, at VA Togus, is doing a phenomenal job 
taking care of our veterans, and he wants to do a better job. That’s 
why we’re trying to get the veterans in there. 

It’s a challenge. And other states have asked us for it, and they’re 
starting to - I think the key word is you work together. All of the vet- 
eran organizations have to work together. Dance on the same sheet 
of music, and we’re also building the VAs. 

They get this out to the congressmen’s offices and the senator’s of- 
fices, and they’re aware of this, because they’re getting an influx of 
senior citizen centers, hospitals. 

Get it out there and get it in front of them. Things are getting tight 
out there, and these people have got to make decisions. Do put heat 
in the house? Do I pay for the pills? And it’s getting to the point 
where some of their kids bring them in to us. 

It works. The CBOCs are critical. If they can’t travel down to 
Bangor, we’ve got one in Lincoln, we got one in Houlton -- that’s the 
North-South corridor. And the western corridor goes across Route 2 
and goes over towards Rumford and that area. And, of course, Lew- 
iston-Auburn is a large city for Maine. 

Mr. Michaud. And don’t forget Dover-Foxcroft. 

Mr. Laweryson. Well, no, we can’t forget that. 

Mr. Michaud. How would you -- to follow up on that question. 

What I’ve seen, particularly when Great Northern, where I worked 
for 30 years, shut down and filed bankruptcy, a lot of the workers 
there are veterans. 

How do you convince someone who’s working currently -- has good 
health care benefits, do not need them to go to the VA at all, how do 
you convince them to sign up to make sure that they’re taken care of? 
Is there a lot of resistance? 

Mr. Laweryson. It is and it’s due to a lot of rumors up there. And 
the rumors are rampant. 

You can come out here and say, you know, the VA is the way to go. 
And someone else is out there saying, you don’t want to go to VA be- 
cause -- they’ll kill you, and it’s slow, the waiting list is prenominal. 

Well, in some cases it is and some cases it isn’t. It’s the education 
system. Again, this is part of it. 

Category 8s, there’s going to be a wait. Category 7s, there’s a wait. 

There’s a priority list, and the priority list is there for a reason. 
There’s a priority given your treatment for the VA. 

They need to understand this. Once they’re made aware of it, and 
what’s available, there’s not a problem. They feel that they can go 
down there and get into this. 

But there are a lot of veterans out there who really need to be in 
there, they’re just unaware. 
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And we need -- as the veterans that are active now, we have to com- 
municate to them, and do so on a level that they will understand and 
are comfortahle with, so they you can come to the VA and get proper 
treatment. 

Mr. Michaud. Mr. Simoneau, in your testimony, you raised con- 
cerns about electronic waiting lists. And, actually, I think the VA 
Inspector General came out with a report that says that the VA is 
under-reporting the number of veterans on the list, and that they’re 
over-reporting the number of veterans who are receiving services 
within 30 days. 

Can you elaborate more on the problems at Togus and at the clin- 
ics? 

Mr. Simoneau. I won’t elaborate on numbers, because I guess, as 
you can see, numbers will tell whatever you want to say. 

I’ll elaborate on the fact of people that I know of within the sys- 
tem. 

And people I knew within the system get very frustrated. They 
think they have an appointment. They think they’re all set, and then 
all of a sudden they’re on this list and, oh, by the way, your appoint- 
ment isn’t this month, it’s not next month. We’ll get back to you. 

I get real nervous over electronic wait lists. I’m just not sure -- once 
again, we’re taking a person out of the middle of that system. 

Mr. Michaud. To follow up on that question that’s very similar, 
what would you recommend that we would do at the federal level, in 
the sense that there are waiting lists, and the veterans are waiting 
and going for services after retirement? 

Is there something that we could do to help in the short term to 
help veterans? 

Mr. Simoneau. I believe that we need to come up with some sort of 
emergency funding for these veterans. I believe we need to come with 
some sort of pilot program where a veteran who applies for assistance 
in Togus, or Rumford, or Portland, wherever, when he applies for as- 
sistance, he needs assistance now. It’s not six months from now. 

But, he’s also not eating well, he’s not paying the rent well, he’s not 
paying the electric bills well. He has no assistance out there to help 
him get by, until when he gets his paperwork done, that says, oh, yes, 
he’s PTSD, a hundred percent, he should have been qualified for that 
two years ago. 

But, there’s no safety net out there for him. When he applies for 
it, from the time he applies until the time he actually sees somebody, 
where the system is kicking in, time goes by and the veteran is hang- 
ing out there on a thread. 

And those are the veterans that sooner or later run away from the 
system because, well, gee, I can’t do that, and I don’t know where to 
go. 

So, we need to come up with some sort of safety net, be it an emer- 
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gency-type funding mechanism, or something that can temporally 
get that veteran through a tough time that he finds himself in. And 
there’s got to he a way to do that. And we need to he ahle to sit down 
and figure that out, because those veterans are walking away from 
the system that they need, hut they’re afraid they’re going to starve 
to death before they get through it. 

Mr. Michaud. My last question is for Mr. Lessard. 

Since Congress has provided additional funding- -and the legisla- 
tion was just signed recently--for the budget short-fall at the VA, has 
Togus started to fill some of the vacancies, or started to conduct some 
of the needed repairs at Togus? 

Mr. Lessard. Congressman Michaud, not as of yet. We have tried 
to fill some of the gaps, but they’re not fully staffed as of yet. And I’m 
sure that we will be working on that in the near future. 

Mr. Michaud. Can you give any examples of lack of adequate staff? 
What are they doing to veterans’ access to care? 

Mr. Lessard. It’s delaying some of the clinics, I believe, in some of 
the areas where they’re short- staffed. 

It’s also causing -- as I mentioned in my testimony, we are causing 
older nurses that would remain for another four or five years to retire 
early, due to the mandated overtime due to the short falls in staff. 

It has a great demoralizing effect on the employees. 

Mr. Michaud. Thank you. 

Mr. Brown of South Carolina. Okay. Thank you very much. Gen- 
tlemen, for your testimony, and for what you do to support our vet- 
erans. I know I had the privilege this past Memorial Day to go to 
Normandy and be a guest speaker. And what a moving experience it 
is. We saw all those flags, over 9,000, of those Americans who never 
got a chance to come home; a lot of 17- and 18- and 19-year-old kids. 
The price of freedom of this nation is tremendous. 

And I pledge to you, and Mr. Michaud certainly has been support- 
ive, as part of the Health Subcommittee, assure you guys and you 
girls that you’ll have support up here. 

And it’s been a real pleasure for me to come today and be part of 
this session. 

And you can be absolutely sure that we try to find other ways to 
make the problems up here much better, and support the staff and 
the various operations around the nation. 

But, it can’t happen unless we have the feedback from folks like 
you. And we thank you for taking your time in coming and being 
with us today, and the preparations you made to make these presen- 
tations. 

And I do thank you. Thank you all for coming and being part of 
this process. 

Mr. Sims, I guess I have one other official thing - I think you have 
something you wanted to submit for the record, and I’ll also note that 
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at this time. 

Mr. Michaud. And I guess you have heen reading my mind, Mr. 
Chairman, because we work so closely here, I was going to actually 
mention that Mr. Sims wanted that included for the record. 

And, once again, Mr. Chairman, I want to thank you for taking the 
time to have one of the two hearings that we’re having in the country 
as it relates to healthcare for veterans in Maine. And the State of 
Maine really appreciates that. And I want to thank all of the veteran 
organizations and veterans that came out this morning to he with 
us. 

Thank you for your testimony, it definitely has heen enlightening, 
and we’ll he sitting down with the Chairman to move forward. 

So, once again, thank you very much. 

Mr. Brown of South Carolina. This meeting stands adjourned. 
Thank you very much for coming. 

[The statement of Senator Olympia Snowe appears on p. 35] 

[The statement of Ronald W. Brodeur appears on p. 66] 

[The statement of COL Edward L. Chase, USAF (Ret.) appears on 
p. 70] 

[The statement of Roger Landry appears on p. 75] 

[The statement of Timothy J. Politis appears on p. 78] 

[The statement of Peter W. Ogden appears on p. 86] 

[The information appears on p.89] 

[Whereupon, at 10:39 a.m., the Subcommittee was adjourned.] 
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Honorable Henry E. Brown, Chairman 
Honorable Michael H. Michaud, Ranking Member 
Subcommittee on Health 
Committee on Veterans’ AiYairs 
335 Cannon House Office Building 
Washington, D.C. 

Dear Congressmen Brown and Michaud: 

Thank you for your generous invitation for me to attend today’s hearing on “Rural 
Veterans’ Access to Care: Successes and Challenges.” I regret that I am unable to 
participate in person in this critically important forum. 

The Veterans Administration (VA) health care system is currently in crisis. This 
crisis is particularly serious in rural states like Maine, where VA health care enrollment 
has grown steadily in recent years due in large measure to skyrocketing health care costs, 
especially for prescription drugs. 

Jack Sims and the administrators and staff of the Veterans Hospital at Togus 
continue to provide the highest quality of care to Maine’s veterans. Since more than half 
of Maine’s veterans live more than two hours away from Togus, the services now 
provided by the VA’s network of outpatient clinics have become critically important for 
meeting their health care needs. Representative Michaud and I fight continuously to 
secure the resources Togus needs to meet the increasing demand and to expand the 
services provided through outpatient care facilities. In fact, funding for these crucial 
programs is a top priority for Maine’s entire congressional delegation. 

Despite the outstanding services provided through Maine’s Veterans Homes, we 
face critical .shortages and increasing costs in providing access to quality long term care. 
Fortunately, Maine’s veterans services organizations are tireless champions for the cause 
of veterans’ health care. 

Representative Michaud and I are co-sponsors of H.R. 515, The Assured Funding 
for Veterans’ Health Care Act, legislation to move the Department of Veterans’ Affairs 
(VA) health care system from “discretionary” to “mandatory” funding. The bill creates a 
formula by which veterans’ health care would be funded every year, including an annual 
adjustment based on medical inflation and the number of veterans enrolled. Through 
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H.R. 5 15, we seek to establish a formula to assure that VA funding does not erode over 
time and that preserves the community of dedicated, experienced care-givers who 
understand veterans’ health care issues. 

In closing, thank you both for the tremendous job you do on behalf of Maine and 
America’s veterans. Please call on me anytime to help in this vitally important mission. 

Sincerely, 



Tom Allen 
Member of Congress 
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I want to commend the Chairman of the House Committee Veterans Affairs’ 
Subcommittee on Health Representative Henry Brown and my colleague, Representative 
Mike Michaud for conducting this hearing of such tremendous importance to the State of 
Maine and the men and women who have served our nation so nobly as part of our 
military. I have long believed that if our soldiers are willing to make the ultimate 
sacrifice in service to our nation, then they should expect that their nation will give them 
the support they have rightly earned when they return home. 

With our troops deployed overseas, our veteran health care system has come 
under increasing stress, threatening vital health care services our troops and our veterans 
depend on. For those of us in Congress who have long fought for our veterans, we were 
recently disappointed to learn that the Depjulment of Veterans Affairs (VA) faced a 
massive shortfall in health care binding although just over four months ago, we were 
informed that the VA would not require emergency appropriations for the current fiscal 
year. 


Congress immediately fixed the funding shortfall and passed legislation that 
would provide $1.5 billion to close the gap. I both co-sponsored and voted for this 
legislation as I feel it would be appalling to forget those who have bravely served our 
nation and put their lives on the line for our freedom. I also supported subsequent 
legislation to ensure that this funding is made available as soon as possible so that VA 
services will not be disrupted. 

The veterans of Maine who currently travel to Togus for their health care must 
know that they will continue to get not only the standard of care they have been getting, 
but the quality that they deserve. We must ensure that all veterans and returning soldiers 
have the resources necessary to address their pressing health care needs especially in 
rural areas where veterans often must travel tremendous distances to gain access to the 
VA healthcare system. 
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As a rural state, a restructuring of the nation's veteran health care facilities is 
essential to recognize the realities that exist on the ground today. At a time when so 
many of our veterans receive their health care through the VA, I was encouraged last ye^ 
when the CARES Commission recognized the obstacles of distance, time and travel 
conditions that Maine veterans face in trying to gain access to quality health care. 

The Commission found that within the Far North (Maine) and North (New 
Hampshire and Vermont) Markets in the VA's New England Health Care system, fewer 
than 60 percent of enrolled veterans are currently within their standards for hospital care 
of 60 minutes travel time to hospitals for urban areas; 90 minutes in rural areas; and 120 
minutes in highly rural areas- 

Although the Commission clearly recognized the need to improve inpatient 
services for Maine's veterans, I believe the report fell short of advocating hill solutions. I 
commrad the forward thinking of the Togus leadership and the Commission to recognize 
the possibilities for telemedicine throughout the stale, but it is a supplement, not a 
replacement for inpatient and outpatient care and I remain concerned that while the 
shortage of inpatient beds and the lack of physical access to care for rural veterans are 
acknowledged, they were not addressed. 

The CARES report also recogiizcd the necessity of community-based healthcare 
as a primary option for many veterans and authorizes plans for a new Commmiity-Based 
Outpatient Clinic (CROC) in Cumberland County. These community-based clinics 
provide easy access for veterans to get the approved services they need in order to take 
advantage of the VA healthcare system. We must remain aware that many rural veterans, 
sometimes residing four or more hours from the Togus VA Medical Center, have come to 
depend on resources like the clinic in Ft. Kent, Maine, which is available only one day a 
week. While the report also announced plans for CBOCs in Lincoln, Dover-Foxcroft, 
Houlton, South Paris, and Farmington, resources to actually open those facilities have not 
been definitively identified so those plans remain ambiguous and until we commit those 
resources, those facilities cannot be a part of the solution. 

While increased outpatient care services in Maine and other underserved areas is a 
good stq) forward, it is only half of the equation. Veterans must be able to get to the 
tacilities and while programs such as the Disabled American Veterans are to be 
commended, they simply cannot take care of all the transportation needs of all the 
patients who require care at Togus. According to Ron Brodem, Adjutant of the 
Department of Maine Disabled American Veterans, the DAV Transportation Network in 
Maine drove 1 1 ,598 veterans over 81 1,579 miles to help their fellow veterans. I would 
like to thank them for such their heroic efforts. But they do need help. 

That is why I am proud to be a co-sponsor of S. 1 191, the VetsRide Act that will 
provide grants up to $50,000 for innovative transportation options in remote rural areas in 
order to help veterans travel to VA medical centers. This is just one area where relatively 
small investments can result in significantly better care for our nation’s most vulnerable 
veterans. 
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Establishmg new facilities and transportation networks in Maine would give rural 
veterans better access to the veteran healthcare system and deliver on the promise 
America has made to our men and women in uniform. But as rural veterans will tell you, 
there is a long way to go, and we must redouble our efforts to ensure that the VA secures 
the necessary resources for the region and that the Far North Market's priorities are 
appropriately considered. It is critical that these healthcare services are made available to 
veterans throughout Maine. 

In this time of war and global unrest, each of us must certainly make many 
sacrifices. However, we must not sacrifice the safety and health of our nation's bravest 
men and women. Rather, we must do all we can to keep faith with those who have served 
and defended our nation. Providing them with adequate healthcare is only the beginning 
and I pledge to continue working to improve the lives of those who have sacrificed for 
our fi-eedom. 
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Remote monitors can be lifesavers for chronic disease patients 

By Josh Fischman 

An extra pound doesn't seem like much. But for George Grande, that little quiver on the 
bathroom scale could signal that his heart is drowning. Grande, 82, has heart failure, and 
what used to be a strong, muscular pump now lets blood and fluid pooi in his lungs, adding an 
extra pound or two. More fluid and he'li end up unable to breathe, fighting for his iife. 

That's the iast thing he wants. "I've been to the hospital so many times," says Grande, who 
iives in the smaii town of Boxford, Mass., about 20 miies from Boston. His voice sounds tired 
as he recites the litany: "Three open-heart surgeries, an aorta problem, a leaky heart valve." 
To keep him safe at home, any weight change needs to be spotted quickly. 

It is. About three months ago, Grande's nurse gave him a littie device called a monitoring 
station, which let him input his vital signs. "Every morning it reminds me to check myself," 
says Grande. "I plug in a blood pressure cuff and a scale, and it sends that stuff over the 
phone, right to my nurse. A few weeks ago. It picked up a weight gain, and they called me 
right away and told me to adjust the dose of my medication. That's very reassuring, to know 
someone is always watching out for me." 

Daily care. More healthcare professionals are watching out for patients with chronic 
conditions like Grande using this kind of remote monitoring. Heathcare agencies spent about 
$55 million in 2003 on telehealth and expect to spend $260 million in 2010. The key is the 
daily check of vital signs, a drill that can catch problems much faster than a monthly clinic 
visit. The technology is easy to use for senior citizens and for kids and adaptable to a wide 
range of illnesses. Study after study has shown that it helps keep people healthy and out of 
the hospital and allows scarce medical resources to be stretched over a wider area for a longer 
period. "It's been great for our patients and great for our agency," says Rhonda Chetney, 
director of clinical operations for Sentara Home Care Services In Chesapeake, Va. "These are 
very brittle patients who go in and out of the hospital a lot. With these units in the home, that 
stops." 

Partners Healthcare, Grande's health plan, has placed American TeieCare Monitoring Stations 
in hundreds of homes and cut hospital readmissions for its heart failure patients by 33 
percent. In Brooklyn, N.Y., Coney Island Hospital gave similar devices to 69 asthmatic kids 
who had been hospitalized at least once a month during the previous winter, and during the 
next winter all but one avoided the hospital completely. Across the country, the Department of 
Veterans Affairs has been testing these appliances in the homes of patients with diabetes and 
lung diseases as well as heart failure; it has found a 35 percent reduction in readmissions and 
a 60 percent drop in emergency visits. "Plus we get 90 percent patient satisfaction ratings," 
says physician Adam Darkins, the VA's chief consultant for care coordination. "That's why we'il 
have these devices in 12,500 homes by the end of this year." 

The monitors are hooked up to pabents' telephone lines. Using buttons or a touch-screen, the 
devices engage people in a dialogue about their condition by asking how they feel and if they 
took their medications. "It will ask a question like 'Are you short of breath?' " says Lisa 
Canterbury, a nurse and director of a branch of Deaconess Home Care in the small town of 
Magee, Miss. Her agency uses a four-button device called a Health Buddy. "Then It will follow 
up with 'Is this unusual shortness of breath?' because a lot of our patients are short of breath 
anyway." 


■ 1 tj.s.N£ws & wofiiG repodt 

USNews.com 
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Better behavior. Some of the monitors also have plug-in gizmos that measure pulse, blood 
pressure, and weight automatically. The patients' answers and the medical data are zapped to 
the home care agency, where clinicians can immediately review them. Anything that seems 
out of whack triggers an alert and a phone call. "It keeps me on my toes," says Charles 
Thomas, 82, a pulmonary disease patient in Downingtown, Pa. "The other day I missed a 
question, and my nurse was on the phone, asking why." 

The daily back-and-forth helps change patient behavior, and that is crucial. Nothing is as 
effective as a motivated patient. A nurse or doctor can remind a patient to do something 
during a weekly or monthly visit, but patients often forget the advice in a few days. "Once you 
put these units in the home, patients actually start taking better care of themselves," says 
Chetney. "They get on a scale and see 2 extra pounds and can relate that to yesterday's hot 
dogs at the Fourth of July picnic and go, 'Whoa!' " 

Chetney, whose service uses a touch-screen device called the Vitel Net's Turtle, likes the 
ability to customize the virtual chat. If she has a question she wants to ask a specific person 
say, whether the patient's spouse is around or away— she can easily do that herself. 

On the clinical side, telehealth lets agencies spread expertise further than ever before. At 
Partners, for instance, the agency has several patients with open wounds, from operations or 
recurring diabetic ulcers. But the agency has only four wound-care nurse specialists. It could 
take several weeks for the four nurses to visit all the patients, during which time the wound 
could get infected. Yet a staff nurse can get there in a few days, take photos of the wound 
with a digital camera, and send them to a wound specialist, who can provide specific 
instructions on care. "A telehealth visit costs me one third of what it costs to send a nurse 
out," says Chetney. "When insurance, like Medicare, only gives you a lump sum for home 
care, you can rip through that really fast with daily visits." Deaconess, in Mississippi, charges 
patients $9 per day for telehealth monitoring, while a nurse visit costs at least $100 per day. 

The VA's Darkins cautions that the technology, though alluring, is not appropriate for every 
illness. Alzheimer's patients, for instance, may not have the cognitive ability to use the 
monitors. Yet for people with mild cognitive impairment or stroke, the devices might work 
quite well, reminding them to take their medications. 

Another concern is that the monitors won't be effective without trained nurses and doctors 
behind them. Agencies can't simply buy the technology and expect miracles, Darkins says. 
Telehealth works because it provides continuous care, and if the staff doesn't know how to use 
the machines correctly, there will be gaps in care. But when the monitors are employed with 
training and commitment, that is exactly what telehealth will prevent: having patients fall 
through the gaps. 
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Jeannette Chirico-Post, M.D. 

Network Director, VISN 1 
Before the 

House Committee on Veterans’ Affairs, Subcommittee on Health 
August 22, 2005 

Mr. Chairman and Members of the Committee, thank you for the opportunity to appear 
today to discuss "Rural Veterans’ Access to Primary Care: Successes and Challenges.” 

The VA New England Healthcare System (Network), which includes Maine, is an 
integrated health care delivery system that provides comprehensive, high quality, and innovative 
care, in a compassionate manner to all veterans it serves. The Network serves over 237,000 
veterans with a total budget of over $1.4 billion. Medical centers currently operate 1,915 
inpatient beds for acute medical/surgical, mental health, nursing home, and domiciliary care. 
Annually, the Network has 26,000 admissions and over 2.3 million outpatient visits. Maine, like 
the five other states in this Network, has unique requirements and health care challenges. 

Today, I am pleased to discuss the many areas in which VA is excelling in the state of 
Maine. Currently Maine has no waiting lists or backlog for new primary care patients; 71.6% of 
new patients are seen within 30 days; and 94% of established patients are seen within 30 days of 
desired date. In a national survey, SbVo of Maine veterans reported high satisfaction with the 
timeliness of their appointments. Recent outstanding performance in Maine also includes: 
screening patients for cervical cancer, monitoring patients with congestive heart failure (CHF), 
improving diabetic care with good blood sugar control, administering influenza immunizations 
and screenings for alcohol use problems. 

Currently in 2005, the Network is treating over 237,000 unique patients with a total of 38 
operational Community Based Outpatient Clinics (CBOCs). In the last five years, VA New 
England Healthcare has renovated, expanded and opened new CBOCs in rural Maine to improve 
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access. In 2001, Maine opened a CBOC in Saco; in 2002, we opened an “outreach clinic” in 
Fort Kent which operates as a part-time satellite clinic and is affiliated with the existing CBOC 
in Caribou; in 2004, Caribou and Bangor CBOCs completed major expansions and renovations 
of existing CBOCs; in 2005, Rumford completed relocation and expansion of a CBOC; and 
Calais will complete their relocation and expansion of a CBOC in October, 2005. Repeated 
studies have demonstrated that quality of care at New England CBOCs is the same high standard 
as that of VA’s Medical Centers. 

VA mental health services in Maine also demonstrate excellence and include both inpatient 
and outpatient services. A grant was recently received for an expansion of these services to treat 
a full range of substance use disorders, including but not limited to opiate dependence. VA will 
also begin to offer Buprenorphine as an opiate substitution intervention. 

VA recognizes the importance and benefit of several special programs for the continuum 
of the frail elderly that abound in Maine, as well as identified unique end of life needs. More 
patients are enrolled in Maine’s Home and Community-Based Care program than in any other 
facility in the Network. The Togus VAMC was one of the first Medical Centers in the nation to 
establish a Hospice-Veteran Partnership with the state of Maine. Hospice care is provided by our 
community partners under either the Hospice Medicare Benefit or VA’s Purchased Skilled Home 
Care program. Hospice is also provided in the Community Nursing Home program. Expansion 
of the Hospice program is being planned for FY 2006, Long-term care in Maine is provided 
through the facility’s Nursing Home Program, partnerships with the five State Veteran’s Homes, 
and in the Community. Approximately 500 veterans are cared for outside of the Medical Center. 

One of the four strategic goals for VISN 1 in 2005 has been the expansion of 
telemedicine and home telehealth. Telemedicine is a prime strategy for meeting rural health care 
needs in this Network, including those veterans who need specialty services at a distance. The 
goal is to provide an electronic network capable of supporting the veteran patient wherever they 
live by providing an iimovative means of communication between the veteran patient and the 
health care provider. There are a total of 102 videophones located throughout the VISN to 
provide a means of communication between veterans and their health care providers. Twenty- 
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eight videophones are located at Togus. We are among the leaders, nationally, in several areas 
with key successes in dermatology, mental health, and eye care. I would like to share some of 
the ways in which telemedicine is enabling VA to meet the needs of Maine’s veterans. 

The Care Coordination/Horae Tele-health program provides the tools to help patients 
self-manage their care thus reducing hospitalizations and enabling them to live in the least 
restrictive environment. Simple electronic devices placed in the patient’s home and connecting 
through existing telephone lines allow patients to send and receive information from their health 
care team. Currently there are 108 of these devices located throughout the VISN and 24 of them 
are located at Togus. As of June 2005, there are 555 unique patients participating in the program 
throughout the Network. 69 of those patients reside in Maine. A recent article from “US News 
and World Report” entitled House Calls discusses telemedicine and the VA’s use of this 
irmovative medical tool. I’d like to submit a copy of this for the record. Tele-monitoring, rather 
than weekly or monthly clinic visits improves the quality of care and reduces the need for patient 
travel, especially over long distances. Expanding home care and community-based programs, 
emphasizing health promotion, wellness, and prevention will assist in reducing the cost of care 
and enable the Network to treat more veterans. 

Another technology under telemedicine. My HealtheVet, will be significantly enhanced 
with the advent of pharmacy refill functionality. VISN 1 is expecting to launch an initiative to 
inform patients and their care-givers of the ability to log onto their personal web health 
information system, to obtain health information, to enter their own health information (such as 
blood pressure, blood sugar, and weight), thus sharing that information with their providers. The 
pharmacy refill functionality will allow them to see and order their medicine refills and thereby 
eliminate the need to travel long distances. 

Telemedicine is helping VA to work collaboratively with DoD to ensure a seamless 
transition for our returning service members. The Computerized Patient Record System (CPRS) 
provides sharing of patient data in a secure fashion. This allows users in one location to view 
health information of a patient whose “home record’ is based in another location. The latest 
iteration of this software is VistA-Web. This iteration has enhanced the ability to view DoD 
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health data for veteran-patients recently discharged from active duty. This moves VHA closer to 
its goal of seamless integration of healthcare across a continuum of care. 

When specialist referrals are required, CPRS information may be transmitted between 
providers locally and elsewhere through interfacility consults. The Network has implemented 
and deployed several specific high-volume remote consults for the veterans in Maine including 
Tele-dermatology and Tele-psychiatry. An integrated VISN-wide approach to EKGs was 
implemented several years ago to remotely read and access EKGs by cardiology anywhere in 
New England. The Network 1 has received resources and support for new retinal imaging 
cameras, including new equipment for Maine, to support the screening requirements of diabetic 
eye care. Telemedicine plans for fiscal year 2006 include VISN-wide deployment of tele- 
pathology and tele-radiology for computerized tomography (CT) and magnetic resonance 
imaging (MRI). 

In addition, a Primary Care Tele-care call center was established at each medical center 
in New England starting in 2002. The goal of the program was to allow veterans to dial a toll- 
free number for access to their primary care team. This has allowed them to cut directly through 
VA Medical Center phone systems and reach a call center staff trained to handle their needs. In 
2004 - over 600,000 calls were handled throughout New England. Support ranges from medicine 
refills and appointment scheduling to requests for test result information and more. 

VA recognizes, authorizes, and provides non-VA services in those appropriate instances 
of need and request. For eligible veterans both inpatient and outpatient care is provided. The 
network has established processes for enhanced access through this program. A case 
management system exists for monitoring non-VA health care in all facilities including Maine. 
VISN 1 has witnessed significant expenditures network-wide in the fee program. There are more 
veterans seeking care in New England and especially in Maine. The network is committed to 
providing timely quality care. Over 30% of the resources identified in this program are expended 
in Maine to meet the needs of those veterans. These are provided in a number of settings in 
outpatient care including diagnostic testing such as MRI and mammography, mental health, 
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inpatient hospitalization, and home health. Continuity of care is supported through the electronic 
medical record and case management system, 

VA is committed to ensuring a seamless transition from active duty to civilian status for 
our newest veterans returning from conflict in Afghanistan and Iraq. To-date, over 5,000 
veterans are enrolled in the Network, including 524 in Maine. Those returning veterans, in 
Maine, are seeking care from VA specifically for primary care (387 veterans), dental (325 
veterans), and mental health (1 14 veterans). Additionally, there are 18 Vet Centers located 
throughout the Network where returning veterans may seek readjustment counseling and other 
related services. Five of those Vet Centers are located in Maine. 

In summary, VA has implemented numerous innovations to meet the rural health care 
challenges facing our Maine veterans. Today’s veterans will know, in whatever setting they 
receive their healthcare, that they are receiving the highest quality of health care from 
professionals who are proud to serve our Nation’s veterans, 

Mr. Chairperson, this concludes my statement. I truly appreciate the opportunity to share 
with you how VA New England Healthcare System provides quality and compassionate 
healthcare to veterans in the state of Maine. 
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■kie 


Thank you for the opportunity to speak today about “Rural Veterans’ Access to Primary 
Care” in Maine. There have been many changes in recent years in the delivery of 
healthcare services in the Department of Veterans Affairs in general and Maine in 
particular. 

At Togus, as well as throughout the entire health care field, there is now a sustained 
emphasis on outpatient services — an emphasis that has significantly reduced 
hospitalization stays and more clearly focuses on outpatient clinics and their available 
services. Although we have changed the manner in which we provide our care, we 
continue to provide the same broad range of services and high quality care that we have 
always provided to an ever increasing number of Maine veterans. 

As our healthcare delivery system continues to evolve, it is critical that we continue to 
monitor our services through internal and external audits to ensure the quality of our 
services. Our various monitoring processes indicate we have maintained, and in many 
cases improved, the quality of medical services. 
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VA ACCESS TO PRIMARY CARE FOR RURAL MAINE VETERANS 

During my 1 5 year tenure as Director of the Togus VA Medical Center, there has been a 
remarkable and sustained shift in the delivery of healthcare services in Maine. In 
particular, VA has been progressive in its attempt to provide rural healthcare access. 
Today, there are five full-time Community-Based Outpatient Clinics (CBOC) in Maine, 
several of which have been expanded more than once to meet increased demand. These 
fiill-service CBOCs are located in Bangor, Calais, Rumford, Caribou, and Saco. 

As an essential part of primary care, all existing CBOCs also provide preventive health 
services and health promotion and disease prevention programs. Additionally, a part- 
time primary care access point is located in Fort Kent, which is a satellite of the Caribou 
CBOC. There are also two VA mental health clinics located in Bangor and Portland. In 
addition, there are 18 vet centers in VISN 1, five of which are located in Maine. 

To better serve Maine veterans, four of these CBOCs were recently expanded or 
relocated, and the remaining CBOC in Calais will soon be in its new location. The 
anticipated moving date is October, 2005. 

The larger spaces we have obtained has allowed us to increase staffing levels and offer 
additional services for the benefit of Maine veterans. Four of our five CBOCs now offer 
on-site phlebotomy services and all CBOCs have VA contracts locally to provide X-rays 
and stat lab services. 

We’ve also been able to increase access to Mental Health care throughout the state. The 
Bangor CBOC has an adjacent Mental Health Clinic which is fully staffed and full-time. 
Mental health support for the Saco CBOC is provided by the newly expanded and 
relocated Mental Health Clinic in Portland. Tele-mental health is in place in Caribou and 
is planned for Calais when the CBOC is relocated later this year. Finally, the Rumford 
CBOC now has an on-site Mental Health clinician one day a week with plans to expand 
services when additional resources become available. 
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One of the most significant changes in VA healthcare in Maine has been the 
extraordinary increase in the number of enrolled veterans selecting VA as their preferred 
choice for healthcare services and support. In 1999, total enrollment for VA healthcare 
was 19,000 veterans. A short five years later in 2004, enrollment had increased to over 
36,000, nearly double the numbers of five years ago. 

Equally interesting is that in 1999, only a third of enrolled veterans sought their primary 
care at the CBOCs. In 2004, half of our enrolled veterans did so — and the percentage 
continues to increase. These statistics clearly indicate that veterans prefer to receive their 
VA healthcare closer to home, whenever that is possible. 

The Togus VA Healthcare System has been coordinating closely with the Maine National 
Guard and various Reserve units to conduct outreach for OIF/OEF returning service 
members. The outreach efforts include healthcare and non-medical benefits briefings as 
well as information on readjustment counseling by the Vet Centers. Currently, 
approximately 550 OIF/OEF veterans have enrolled for VA healthcare and about 80% of 
those enrolled are actively seeking some type of medical and/or mental health care. At 
this point, the vast majority of OIF/OEF veterans have only required outpatient 
healthcare. 

VA PLANS TO MEET THE CHALLENGE 

In the May, 2004 CARES Decision six additional sites of care throughout Maine were 
authorized pending availability of resources and validation with the most current data 
available. To better meet the needs of underserved veteran populations, the majority of 
these newly authorized sites will be located in more rural areas of Maine which would 
significantly further the attainment of a primary goal of providing veterans quality 
healthcare closer to their homes. Togus will continue to closely monitor implementation 
of these additional sites of care as resources become available. 
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Based on the burgeoning veteran population seeking care at the current CBOCs, Togus 
will also continue to monitor the growth at the existing sites of care and provide 
additional resources and providers as necessitated by demand. 

To help meet the emotional and medical support needs of the widely dispersed veterans 
in the huge area of far northern Maine, Togus has positioned two social workers in 
Aroostook County. While one social worker has more specific training in mental health 
issues and the other in medical issues, they both work at the Caribou CBOC and in the 
field addressing both kinds of problems and providing care to veterans in whatever 
setting is most beneficial. Both consistently receive positive and enthusiastic comments 
from the many veterans who aie cared for by them. 

Togus will also continue to be a leader in health care by identifying and employing new 
teclmologies such as the latest improvements in home healthcare monitoring. 

To date, we have 69 patients receiving varying stages of adjunctive care through tele- 
health devices. A recent article from “US News and World Report” entitled House Calls 
discusses telemedicine and the VA’s use of this innovative medical tool. Currently, there 
are 102 total videophones located throughout the VISN and 28 of those are at Togus. 
Simple electronic devices, called Health Buddies, are placed in the patient’s home and 
connect through existing telephone lines to allow patients to send and receive information 
from their health care team. There are currently 108 of these devices located throughout 
the VISN and 24 of those are at Togus, Our Home-based primary care unit has been 
using video phone devices for more than a year to provide follow-up and on-going care to 
patients in individual and residential home settings. Physician assistants and nurses use 
these devices to review medications, look at wounds, complete psychosocial assessments, 
conduct follow-up reviews for medication changes, and to determine if there have been 
any changes in health status when medications have been changed. 

Our spinal cord injury unit has been providing care through use of interactive tele-video 
devices for some time. These devices include cameras and video conferencing 
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capabilities, and have the ability to measure blood pressure, blood sugar, pulse oximetry 
and weight. Patients can talk face-to-face with providers, show the status of wounds by 
moving the camera over the affected area, provide daily information on blood sugar 
readings, and provide other important information, so that areas of concern can be 
addressed without the patient having to travel to Togus. 

Our Women’s clinic recently began to use an in-home messaging device to provide 
medication reminders, instructions on various home care needs, and general health 
improvement questions to provide support to this veteran group. These devices have a 
set series of questions designed specifically for the diagnosis being treated set in the 
machine with the patient going through the prompts and answering “yes” or “no” to 
questions. 

The information is sent to the patient’s care coordinator who reviews the information 
daily. If an answer is not within the established norms, the coordinator contacts the 
patient to determine the type of intervention necessary. This methodology also allows 
patients to indicate if they need to be contacted because of a question that they might 
have and allows them to do so without having to be concerned that they are interrupting 
another patient’s care. 

Togus VAMC was one of the first VA Medical Centers in the nation to establish a 
Hospice-Veterans Partnership with the state. Hospice care is provided by community 
partners under the Hospice Medicare Benefit or paid for out of the Purchased Skilled 
Home Care program under the VA fee basis package. Hospice care is also provided 
under the Community Nursing Home Program. 

We are using tele-psychiatry and other methods to help meet our mental health needs. 
And we will continue to review and approve providing fee-basis healthcare in local 
communities on a case-by-case basis as appropriate and in accordance with governing 
law and directives. 
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Mr. Chairman, to better serve the veterans of Maine, we must continue to monitor and 
meet their needs. America’s veterans have earned the best care we can possibly provide, 
and it is our distinct privilege to provide them with the highest levels of customer service. 

We will continue to coordinate closely with Maine’s veterans and with national and state 
Veterans Service Organizations, as we do our \ery best to address our veterans’ concerns. 
We sincerely appreciate your interest and support in helping VA to successfully 
accomplish our sacred mission of providing world-class care to all those who have so 
honorably served our great country. 
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RURAL VETERANS’ ACCESS TO PRIMARY CARE: 
SUCCESSES AND CHALLENGES 

AUGUST 22, 2005 


INTRODUCTION 

My name is Roger Lessard, and I am the President of Local 2610 of the 
American Federation of Government Employees (AFGE) inTogus, Maine. AFGE 
represents more than 600,000 federal employees who serve the American 
people across the nation and around the world, including more than 150,000 
employees of the Department of Veterans Affairs (VA). AFGE Local 2610 
represents approximately 800 VA employees in professional and nonprofessional 
positions in all the VA facilities affiliated with the Togus VAMC, including the 
Bangor, Calais and Caribou Community Based Outpatient Clinics (CBOCs) I 
want to extend my gratitude to Chairman Brown for the opportunity to discuss our 
concerns about providing health care to veterans in rural Maine, Ranking 
Member Evans, and other distinguished members of the House Veterans’ Affairs 
Subcommittee on Health. 

THE CHALLENGES OF DELIVERING HEALTH CARE TO VETERANS IN 
MAINE 

Rural health care markets face significant challenges as compared to urban 
markets, including a limited number of specialists, less access to expensive 
technologies and a less affluent patient population. At the same time, rural 
Americans are disproportionately represented in the military. Thus, it is no 
surprise that a disparity in health care exists between veterans living in rural 
areas and their urban and suburban counterparts. A recent study by public 
health experts found that veterans living in rural areas experience a lower 
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“health-related quality of life”. As a result, the veterans’ health care costs are 
estimated to be as high as 11% greater in rural areas.' 

Here in Maine, we are very familiar with these health care challenges. Maine 
ranks fourth in the nation when in comes to the share of veterans living in rural 
areas. ^ Togus VAMC Director John H. Sims, Jr. testified before the CARES 
Commission two years ago that only 59% of enrollees have access to primary 
care services within the CARES travel time criteria, and only 52% have access to 
acute hospital care. 

GROWING DEMAND, SHRINKING RESOURCES 

The Togus VAMC has experienced a dramatic growth in demand for services 
over the last four years. We average between 300 to 400 new enrollees per 
month. Similarly, our community based outpatient clinics (CBOCs) have 
experienced tremendous increases in demand in the past few years. As a result, 
our veterans are forced to wait longer for needed medical care. For example, 
there is currently a four month wait for ultrasounds in Radiology, as well as wait 
lists for Cardiology, Urology, and other specialty care. 

The CARES Commission warned the VA of this likely surge in demand in its 
February 2004 Report to Secretary. Specifically, the Commission recommended 
the addition of five CBOCs in Maine, including one in Lincoln. However, due to 
lack of funding, and contrary to the CARES Commission’s recommendations, no 
new CBOCs have opened up to serve Maine’s veterans more promptly and 
closer to home. 

If and when we are able to open additional CBOCs, we will not be able to 
adequately staff them given the current hiring freeze. Since the start of this year, 
we have only been able to hire one new employee for every two we lost. If the 
freeze continues, our only alternative will be to take staff away from another 
facility, causing shortages and delays there instead. 

Lack of funding and cuts in FTEs also affect our ability to deliver timely care in 
other ways. We have been forced by budget cuts to delay the implementation of 
important innovations such as our nurse case management system. Also, we 
had to delay needed capital improvements and medical equipment purchases, 
including a much needed MRI machine as discussed below. 


’ William Weeks, et al, "Differences in Health-Related Quality of Life in Rural and Urban 
Veterans,” American Journal of Public Health, October 2004. 

^ 15.9% of veterans in Maine live in rural areas, as compared to the national average of 12.7%. 
National Rural Health Care Association, Rural Veterans: A Special Concern for Rural Health 
Advocates, July 2004. 

^ During the period 2001-2012, inpatient care in the Far North Market was projected to increase 
209%, primary care by 59%, specialty care by 136% and mental health care by 38%. CARES 
Commission, Report to the Secretary of Veterans Affairs, February 2004. 


{00208744.DOC} 


53 


Despite years of short staffing, I am proud to represent a staff that has been 
continuously dedicated to the caring of our veterans. At the same time, I also 
have to care about our dedicated employees who become ill and stressed 
because of mandated overtime. Prolonged overtime and other pressures also 
are causing more of our older staff members to take early retirement, which 
further adds to the staffing problem. 

These staff shortages have forced us to hire agency staff - an unsatisfactory 
stopgap measure which ends up costing the taxpayer more, while affecting the 
quality and safety of the medical care we provide to our veterans. 


RECOMMENDATIONS FOR ADDRESSING THE HEALTH CARE NEEDS OF 
VETERANS IN RURAL MAINE 

The veterans in our state need new facilities and more staff to meet their medical 
needs. Additional CBOCs will allow us to provide more timely care and reduce 
the long distances that many veterans have to drive to see a doctor. 

What will not help the rural veteran is an increased use of costly fee basis 
services. Another VISN recently estimated that fee basis care costs 35% more 
than care provided by a VA facility. One must also consider the difference in 
quality of care delivered by an outside provider who lacks the training and 
resources available within the VA. 

Finally, veterans and taxpayers in Maine will benefit from the acquisition of an 
MRl machine at Togus VAMC. Currently, we have to pay high prices to outside 
providers because we do not have our own MRl or PET Scan machines, 
diverting scarce health care dollars from other needs. If we had our own MRl 
machine, we could save close to a million dollars a year, even after including the 
cost of the purchase. In addition, our veterans would be able to get their 
screenings in-house. 


CONCLUSION 

We are grateful for the recent good news that the current shortfall in VA health 
care dollars has been partially addressed through supplemental funding. These 
additional dollars will enable us to undertake some of the capital improvements 
that we had to delay. In the long term, there should be a better way to provide 
reliable funding for the medical needs of returning soldiers and other veterans. 
Every budget cycle, our dedicated staff as well as the veterans we serve are left 
wondering whether there will enough funding for hospital beds and doctor visits. 
Uncertain funding also takes a toll on our ability to plan for the long term needs of 
current and future veterans. 
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Thank you again for the opportunity to testify on behalf of Maine’s veterans and 
thank you also for holding this hearing in Maine. We at Togus will continue to 
provide the best of care for our veterans. I am proud and grateful that as elected 
officials that you have recognized how this shortfall has hurt veterans and that 
measures are needed to rectify the problems that have resulted. I pray that our 
veterans will never again have to experience these problems in accessing health 
care. 
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Donald A. Simoneau 
First Vice Commander 
The American Legion 
Department of Maine 

Representative Henry E. Brown Jr. 

Chairman, Veterans Affairs Subcommittee on Health 
335 Cannon House Office Building 
Washington, DC 205 1 5 


Mr. Chairman and Members of the Veterans Affairs Sub Committee on Health, I thank you for 
the opportunity to testify before you today on behalf of The American Legion, Department of 
Maine, regarding Access to Primary Care for rural Veterans in the State of Maine. 


According to the 2000 Census, many rural and non-metropolitan counties across the nation had 
the highest concentrations of veterans in the civilian population aged 18 and over from 1990- 
2000. The State of Maine has the fourth highest proportion of veterans living in rural areas in 
the nation at 15.9 percent. Studies have further shown that veterans who live in rural areas are in 
poorer health than their urban counterparts. 


The Capital Asset Realignment for Enhanced Services (CARES) Commission report released 
February 2004 specifically mentioned the Far North Market, which is Maine. Only 59 percent of 
the veterans in Maine are presently within the CARES own guidelines, set for access to primary 
care services. 
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The subsequent CARES Decision released in May 2004 identified 156 priority Community 
Based Outpatient Clinics (CBOC’s), six of which are slated for Maine. CBOC’s were designed 
to bring health care closer to the veteran and that means in the community where the veteran 
resides. 

After a long, hard fought battle the final commission report and the CARES decision decided 
that indeed VISN 1, and more importantly Maine, needed these CBOC’s to provide adequate 
primary care access to a mostly rural population. 

The CARES decision of May 2004 directed that VISN’s begin immediate preparation of 
proposals for development of CBOC’s for that same year. However, upon inquiry to Veterans 
Administration Central Office (VACO), The American Legion has learned that business plans 
have not been submitted or revalidated during 2005 and are not anticipated until the final 2006 
budget allocations are distributed and reviewed by the VISN’s. The CBOCS for VISN 1 listed in 
the CARES decision are all designated for the State of Maine. The American Legion does not 
understand this delay. Nearly two years will have passed in preparing the proposals. 

Additionally, establishing a CBOC is not a short process and now the timeline has been 
considerably pushed back. The VA can ill afford a time lapse as lengthy as two years when it 
comes to providing health care to rural veterans. The nation is in the midst of a War on Terror 
and delaying the delivery of quality health care is not in the best interest of any veteran. 
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Of special note is the provision of mental health services within the CBOC setting. Mental 
health specialists within the VA all agree that all CBOCs should provide mental health services; 
however, they do not. The committee on care of veterans with Serious Mental Illness (SMI) has 
been monitoring this issue for years and has advocated in their annual reports to the Under 
Secretary For Health that CBOCs need to provide mental health services. 

It has been reported that up to 30 percent of the returning veterans from Operations Enduring and 
Iraqi Freedom (OEF/OIF) will have mental health problems to include Post Traumatic Stress 
Disorder (PTSD). In 2005 Togus reported approximately 365 Operations Enduring and Iraqi 
Freedom (OEF/OIF) veterans enrolled for healthcare with approximately 260 actively seeking 
medical and or mental health services. While the VA does not believe returning veterans will 
have a major impact on Togus they are continuing to monitor it. The American Legion cautions 
the Togus facility on their optimistic view of returning veterans and their impact on the system. 
Let us not forget that the returning veteran sutfers from multiple physical and mental wounds 
and is resource intensive to treat. Those that put their life on the line so that we may enjoy our 
carefree lifestyles deserve nothing but the best, and we can not deny them their deserved 
treatment. 

What is of growing concern to The American Legion is the increasing number of veterans who 
are put on an Electronic Wait List (EWL). For example, in medical specialties if a veteran is 
service connected at 50-100 percent (priority group 1) you can usually be seen within 30-45 
days, however, if you are not in that priority group you can wait up to a year for specialties such 
as ophthalmology or orthopedics. 
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VA’s budget woes are well documented and The American Legion has played a key role in 
bringing these shortfalls to the forefront. 


The American Legion has advocated for assured funding to ensixre shortfalls such as that 
experienced by VA this year does not happen in the future. 


Again, thank you for giving The American Legion this opportunity to express the views of the 
Department of Maine. We look forward to continue to work with Congress on these important 
issues. 


For God and Country, 

Donald A. Simoneau 

Donald A. Simoneau 
First Vice Commander 
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Differences in Health-Related Quality of Life in 
Rural and Urban Veterans 

i WiBiam B. Weeks. MD, MBA, Lewis E. Kaas, ScO. Yujing Shen, PhD, Zhongxiao COf^. MA. MS. Xinhua S. Ren, PhD, Donald Miller, ScD. Austin Lee, PhD, 
and Jonathan B. Periin, MO, PhD 


Objectives. We sought to determine whether disparities in health-related quality 
of life exist between veterans who live in rural settings and their suburban or 
urban counterparts. 

MeOiods. We determined health-related quality-of-life scores (physical and mental 
health component summaries} for 767 109 veterans who had used Veterans Health 
Administration services within the past 3 years. We used rurai/urban commuting 
area codes to categorize veterans into rural, suburban, or urban residence. 

Results. Health-related quality-of-life scores were significantly lower for vet- 
erans who lived in rural settings than for those who lived in suburban or urban- 
settings. Rural veterans had significantly more physical health comorbidities, but 
fewer mental health comorbidities, than their suburban and urban counterparts. 
Rural-urban disparities persisted in all survey subscaies, across regional delivery 
networks, and after we controlled for sociodemographic factors. 

Conc/usions. When compared with their urban and suburban counterparts, 
veterans who live in a rural setting have worse heahh-related quality-of-life scores. 
Policymakers, within and outside the Veterans Health Administration, should an- 
ticipate greater health care demands from rural populations. iAm J Public Health. 
2004:94:1762-17671 


Vi.dnerable pc^xilations that live in 

Ttiral settings, sudi as \«terans.‘ tiie poor,^ 
and ttie elderly^^ have healtti care needs siitH- 
lar to those of their urban counterparts in sev- 
eral studies. But proviihng access to a fuD 
spectrum ofhealfti care services in a mrai set- 
ting is a difBcult undertddng. Access to e.^n- 
sive tedmolo^cs* and ^jedahy care®’’ may be 
tunited by the costs to the health care 
system assod^ed with providing care. Ai- 
thoi^h funded federal® and nonfederal® pro- 
grams have been effective at improving pri- 
maiy care access in nual settings, pl^sicians 
may be reluctant to locate then- practices in 
rural settings.®"*^ The combination of limited 
numbers of specialists (who for econcmic rea- 
sons need large pat^t populations to thrive), 
similar service needs of rural and urban popu- 
lations, and patients' tendency to be loyal to 
local care preferring their local secondary 
hoapital) in rural settings may result in greater 
demand for ptinuuy care services and may in- 
fhtence primary care practice management.^ 
Lunitations in resources other than healtii care 
in rural settings, such as personal finances, 
may further restrict access to health care and 
influeace the quality of fife of patients. 

The Veterans Health Administration 
(VHA) provides comprehensive health care 
services to veterans across tiie United States 
throu^ regional delivery networks. Be- 
cause of its relatively small service popula- 
tion, regionalizing s^vices within the VHA 
has required estafalidimg large referral re- 
gions, MUth all VHA tertiary care referral 
centers located in urban areas. Travel dis- 
tances for rural veterans who are remote 
from referral centere may impUdtly restrict 
veterans’ access to these services, and re- 
stricted access may result in underutiliza- 
tion of services.'® '^ 

If rural veterans have a lower health-related 
quality of life tiieir uiban counterparts, 
the co^-effident strategy of regionalizadon 


may concentrate services far away from 
where the greatest needs exist; suA di^wiri- 
tics would have important unplicaticxis hx- 
redirecting health care resources. We tiiere- 
fore sou^ to determine whether there are 
disparities in the beaWi-rdated quality of taTe 
betweai veterans who live in nirai settings 
and their suburban or urban CDunteqTarts, 
nationally and at the level of coordmation of 
health care delivery. 

METHOOS 

Measures 

We conducted a cross-sectional study of 
health-related quality-<rf-life scores ming the 
1999 Large Healtii Surv^ of Veteran En- 
rUlees.® That survey used a modification of 
the Medical Outcomes Study ^OS) ^ort 
fbrm 36 called die Veterans SF-36.® 'The 
Veterans SF-36 has been widdy used, dissem- 
inated, and documented as reliaUe teid valid 
in the veteran population that uses the 
VHA.*® Like the MOS SF-36, the V^erans 
SF-36 measures 8 concepts of healtii: physical 


functioning, role limitations owing to physical 
problems, bodily pain, general health percep- 
tions. enetgy/vitality, social functioning, role 
limitations owing to emotional problems, and 
mental health. In veterans, the pltysical health 
compraioit .summaiy (PCS) and n]a:}tal healtii 
oiraponent summary (MCS) scores, wei^ted 
summaries of the 6 scales, demonstrate in- 
aoased predaon over tiie MOS version.^''” 

In late 1999, the survey was administered to 
a random sair^jie of 1.4 million veterans en- 
rolled in the VHA tystem who bad used VHA 
services within fte prior 3 years or who had 
enrolled in the VHA, anticysoting future ser- 
vice use. Of 877775 re^nded to the 
survey and 805 422 reqjondcd with usable 
Veterans SF-36 data. code data vrere not 
available for 38313 veterans, or 4.4% of the 
total respondents, leaving 767 109 veteran 
resfXKidents in the analysis. From Veterans 
SF-36 responds, we calculated PCS and MCS 
scores and 8 sulMcale scores. 

PCS and MCS scores are siandardized 
with a norm of 50 and a ^andard deviation 
of 10 in a general US population. Lower 
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scores denote worse health for the summa- 
ries and subscales, and differences in Veter- 
ans SF-36 of 2.5 points have been assodated 
with increased morbidity.^* For example, 
when c^er diseases are ccHitrolled, angina is 
associated with a 2.5-point-1ower PCS score, 
chronic lung disease with a 3-6-point-lowEr 
score, and chronic low back pain witti a 5.5- 
poiiU-iower score. Similar^, when otho- dis- 
eases are controlled, defxession is assodated 
with an 8.0-pomt-lower MCS score, alcohol 
disorders with a 6.6-pomt-lower score, and 
chronic low back pain witit a 2.&-point-loweT 
score. Lower sojres have also been assod- 
ated wifti inoeas^ healfli services utiliza- 
tion. For veterans, a 1-point decrease in PCS 
is assodated with an annual SH8.20, or 
3.2%, incre^ed cost of care over the averse 
cost of $4632 per patient; and a 1 -point de- 
crease in MCS, with an ind^xmdent annual 
$86.40, or 1.9%, increase in costs <rf care 
per patient when age, gender, and Interna- 
tional Classijicalion of Diseases, 9lh Revision. 
Clinical Modification (ICD-9-CM)-defined co- 
morbidities are conutrfled*^'^^ Therefore, 
population differences in Veterans SF-36 
scores can be used to anticipate population 
differences in morbidiQ', health care needs, 
and anticipated health care expenditures. 

The survey also collected soda! security 
number, self-reported demographic data (age, 
gender, race, maxiznai educational attainment, 
and employment status), and zip code of resi- 
dence. Yfii linked re^jondents' soda! security 


numbers to VHA administrative databases to 
determine the foDowir^. 

1. Veterans' VHA priori^ levels. Priority levels 
range from 1 to 7, are ^redfic to an individ- 
ual ve^mr, and are assodated with the sever- 
ed of service-rdated disabSities. ^ledai sta- 
tus, and income ievd. Veterans with priority 
levels I throu^ 6 tend to be more disabled 
poorer, and more rdiant on the VHA for 
health care services and have loxver mean 
MCS and PCS a»res “ 

2. Comorbidity indices. Measures of enmorbid- 
ity' were obtained linking social security 
numbers to veterans’ VHA utilization record. 
Mental and physical health comorbidity in- 
dices were calculated as the sum of lCi3-9-CM 
codes for 6 mental healdi and 30 medical di- 
a^oses recorded in outpatient or ir^tient 
treatment for the 3 years befwe the survey. 
The irtcfices range from 0 to 6 for mental 
health and 0 to 30 for physical health.^ R>r 
example, a patient who had ICD-9-CM codes 
fcK* 2 mental health and 4 t^stcai health 
conditions would have a mentd health co- 
morbidity index of 2 and a physica) health 
cumurbidi^ index of 4. 

We used z^ code of residence to calculate 
3 variables; 

1. D^ree cf ruraUty. To identify veterans as 
living rn a niral, suburban, or urban setting, 
we used (he US E)q»rtment of Agriculture's 


rural-urban commuting area (RU(!A) desig- 
nation,^® a 10-point designation of rural and 
urban status, based on travel and shopping 
pattems, and designated at the county level. 
We then used the University of Wa^iington’s 
probabilistic zip code-to-county crosswalk 
file, wherein zip codes are deagnated with 
RUGA codes, to assign veterans' zip codes xo 
their RUCA dea^tations.^ We defined 3 
comparison groups: urban {RUC.A code 1), 
suburban (RUCA codes 2 through 6). and 
nna! (RUCA codes 7 throng 10). RUCA cat- 
egory definttions. the poupings that we used, 
file proportion of fee general US pr^ulation 
in each category, the number of survey re- 
spondents in each category, and mean PCS 
and MCS scores are ^own in Table I. 

2. VHA geographic setting. Because we 
wanted to determine whether any differences 
found in larger geographic regions had bear- 
ing cm the VIIA's local service delivery, we 
also used zip codes of residence to locate 
each re^ndent within a single Veterans in- 
tegrated Service Netwoik (VTSN)- WSNs are 
the budgetary and oiganizatiDnal mechanism 
for VHA health care delivery. At die time of 
the scudy, 22 geographically defined VISNs 
existed. In the %ure3 and text, we identify 
dicsc regions by the city in which their head- 
quarters are located. 

3. Census region. To examine regionsd varia- 
tion across the United States, we examined 
the 4 majer US census regions; Northeast, 
South, Midwest, and West VISNs are a^^rox- 


TABIE 1— US Department «f Agiculture Rural-Urban ConHmrtbtg Area (RUCA) Cade DefinHiiHis 


1998 US Ifeteran Responftents 

fopulaEkinb mRUCACategoy Mean MIeen 

Oeftnfflw StotyOwiping WJaCategwy.H (ii-76ri09).V PCS Score MCS Score 


1 Uetropofian ares Urban 

2 £30%cornmijtlngtDmetn>pQrrtararea Sutrurban 

3 5%-30% ciHnmubng to iteOt^litan area Suburban 

4 La^Uiwn (10 000-49 999 residents) Suburban 

5 ^30%commutmgbilsrptwii Suburbsi 

6 5V30% comnwO'ng to large tnm Sutwrban 

T Sraall tmni core (2500 b 9999 resident} Rval 

8 > 30% coreimitml to small town Rtfal 

9 5%-30% commuting b) small bnm Rural 

to Rimar)rf1owtottai:(wlUiauttmim(if>2500tes(tents Rural 


Note. PCS-physicatbeeltti component summary; MCS- mental lieattfi componert summary. 


as 

03 

06 

3.4 

03 

5.0 

23 

03 

04 


56.4 38.80 45.48 

8-1 34.81 45.08 

0.4 34.28 44.40 

10.0 34.S 44.79 

3.5 33,85 44.60 

0.4 33.74 44.10 

8.7 3354 44.40 

26 3297 43,96 

0-5 33-81 4452 

9.6 33.35 44.61 
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TABLE 2-Oemograpltics of Sam{»(e: United States, 



(a-767109) (n=432285) (n-1^120) (n=I66704} 


AgB.y 

Comoit^fties, ne. 

63.4(13.4} 

62.8(13,9) 

635 (13.0) 

64.7 (12.4) 


2J(18) 

2.8 (2.8) 

30(2.8) 

3.1 (2.8) 

Mental 

0.46(0.96} 

0.49 (LOO) 

0.44(0.92) 

0.41 (0.88) 

Miles to VHA bcsplal care 

4U1390) 

29.3(27.2) 

53.1 (37.0) 

62.9 (35.9) 

Mries to private sector tospil^ care 

8.1 (7.8) 

3.8(3.41 

122(70) 

t50 (8.5) 

Male.« 

95.9 

95.3 

963 

97.2 

Race.% 

Whte 

77.9 

TL6 

85,0 

87.0 

Biack 

12,3 

17.4 

6.4 

5.4 

tfspanic 

4.2 

5.6 

2.8 

1.9 

Other 

5.6 

5.5 

5.8 

5.7 

Employment status.^ 

EmplQyeii 

21.8 

23.6 

20.7 

18.5 

Retired 

41.0 

4L3 

40.7 

40.7 

Other 

373 

35.2 

38,6 

40.8 

Priority grei^, % 

1{SC>50%) 

15.5 

16.1 

15,7 

14,0 

2(SC30%-4(»} 

9.9 

10.5 

10.0 

8.5 

3(SC10%-2{»,P0W) 

16.5 

17,9 

15,7 

13.7 

4 (Cetsstoptiica^ dsabied) 

2.7 

2.5 

2.8 

3.1 

5(NSC andO%SC.iowiiratne) 

43.7 

41.0 

44.4 

500 

6 (Ka cofKqr requited) 

i& 

1.6 

1.8 

1.7 

7 (Copay required) 

10.0 

105 

9.8 

9.0 


Mote. VKA>V^rat$ Heaf(hAiifflin6trat)on;SC‘militaiy service-connected disabiliQr, rated at a particular impaimtent 
percental NSC-ixn-militaiyseivice-cormected dsaPility. Drlferertces smutg urban, suburban, and njial cobois ate 
significant atP<.OOOt foraftvarubles. 


imately aliped with US census regions as 
fdiovre; Northeast: Boston, Mass, Albany and 
the Bronx, NY, and Pittsburgh, Sotdi: 
Raitimorp., Md, Durham. NC, Atlanta, Ga, Bay 
Pines, Ra, Nashville, Tfenn. and Dallas. Tex; 
Midwest: Cincinnati, Ohio, Ann Arbor, Midi, 
Chicago, ni, Minneapolis, Minn, Omaha, Neb, 
Kansas Qty and Jadtson, Mo; Mid Wert; 
Phoenix, Ariz, Denver, Colo. Portland, Ore, 
and San frandsco and Los Angeles, Calif- 

Statistical Analysis 

We examined analyss rrf variance for <xin- 
tinuous variables and the ^st for categori- 
cal variables to taiinpore demografAiic vari- 
ables among the 3 groups (urban, suburban, 
and rural). We compared unadjusted mean 
PCS and MCS stares and 8 aihscale scores 
for die nation and eadi deliireiy network 
using analysis of variance. Tb compare across 
degrees of rurality within r^onal delivery 
networks, we subtracted suburban and rural 
scores from urban scores for eadi network. 
Multivariate analysis using ordinary least 
square regression was conducted to examine 
the association of rural-urban st^us with 
Veterans SF-36 conhoUing for sociod«no- 
graphic factors (age, gender, employment sta- 
tus, and race), VHA priority status, travel dis- 
tance to VHA ho^tals, comorbidity indices, 
and US census region. Because data on sodo- 
demographic factOR were incomplete, multi- 
variate analysis was limited to 727 536 re- 
spondents. Because priority-7 vderans have 
lower health-related quality-of-life scores, are 
less reliant on VHA care, and represent dif- 
ferent pit^orbons of the service population in 
a number of VISNs, we rqjeated the analy^ 
for priority- 1 Uutiu^ prioiity-6 veterans and 
for priority-7 I’eterans separately. 

R^ULTS 

Veterans who lived in rural settings were 
somewhat older, had more phy.sical and men- 
tal health comorbidities, and Uved a greater 
distance ftom botii (nivate sector and VHA 
ho^ital care when compared with Qiose in 
suburban or urban settings (P< .0001 for all) 
(Table 2). Rural veteram were jnore likely to 
be male and White but less likely to be em- 
ployed (/K.OOOl for alD. Rural veterans were 
more iikety to be in priority groups 3 (service 


connected lO‘lb-20%, prisoner of war) and 5 
flow-income, non-service conneded, ie., itxli- 
catit^ a disabiisty that is not related to military 
service, and 0% service connected. Le, indi- 
catir^ a disabitity that has no current adverse 
impact on veteran’s life), and less Iflccly to be 
in the other priority ^xaips than their subur- 
ban or urban aMuiterparts (P<.0001 for all). 

Unadjusted physical and mental health 
summary scores were significantly lower for 
veteran respondents who lived in rural set- 
tings than for those who lived in suburban 
or urban settings: niial PCS=33.53 (95% 
confidence interval [C0=33.48. 33.59) aib- 
urban PCS=34.69 (95% O =34.64, 
34.75), and urban P(S=37.00 (95% CI= 
36.96, 37.03). /*<.001; rural MCS=44.53 
(95% CI=44.47. 44.60), suburban MCS = 


44.95 (95%*CI=44.89, 45.02), and urban 
MCS=45.62 (95% CI=43.58. 45.66), P< 
.001 {Figure 1). Veterans who lived in rural 
settings also had signifkantly lower scores 
toan their suburban and urban counterparts 
on all 8 subscale scores (P<.001 for all). 
Veterans who lived in rural settings had 
more iriaysical health comorbidities (3.07 
(95%CI=3.06, 3.08] for rural, 2.91 [95% 
Cl=2.90, 2.93] for suburban, and 2.73 
[95% CI=2.72, 2.74] for urban. P<.00i}. 
but fewer mental health comorbidities 
(0.401 195% CI=0.397, 0.405] for rural, 
0.426 [95% Ci=0.423, 0.431] for subur- 
ban, and 0.476 [95% 01=0.473, 0.479] for 
urban, P<.001). 

At the re^oual service delivery network 
level, v'Cterans who lived in rural settings had 
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Physicat HcaM< Mental Health 


Note. Dffterences between groups ate datislicaliy si'giificant at P< ^1. Oiflerencesof 2.5 points aie coaskleied cSmcaity 
meanin^l. 

FIGUfiE 1-Ui)a(t]usted health-rdated quality^fRfe scores, fay veterans’ (Htan/suburban/ 
rural residence, compared with the general US popuiatloa scores of 50 for both physical and 
mental health; a lower score Indicates a worse health-related quality of Rfe. 



Vetefans ({itegrated Service Netvvofk 


FIGUiK 2-4Jihan and rural physical health component ssmraary scores for each veteram 
integrated service network, arranged by descending urtian score and compared mth the 
general US population scores of ^ hir both ptqfslcal and monta! health. 


stgnificantly lower PCS scores than their sub- 
urban (data not ^own) and urban counter- 
parts in every VISN excqjt for that head- 
quartered in Bronx, NY (P<.001 for all) 
(Tigure 2). The few veteratis who fell wittiin 
rural zip codes in this deliveiy network lived 
in remote pails of Long Mand that house rel- 
atively wealthy communid^ and may not be 
representative of the overall rural population. 
Although present, differences in scores be- 
tween rural and urban veterans within net- 
worics were not likely to be diracally mean- 
ingftil in 8 of die 22 \TSNs. All VIS Ns 
located in the southern US census region and 
5 of 7 VTSNs in the Midwest had ciinically 
meaningful differences in physical health- 
related qiial% of life when we compared 
rural to urban veterans. 

Disparities between rural and urban veter- 
ans were mudi kss pronounced when we 
compared MCS scores across VlSNs (Figure 3). 
Although urban veterans had statisticaUy 
higher scores than their rural counterparts in 
15 of the 22 VISNs at the P<,001 level, dif- 
ferences were likdy to be clinically roeanir^- 
M only in the VISN headquartered in 
Nashville. Tenn. Again, di^ianties were most 
evident in the southern US census region. 

Differences that we found between rural 
and urban veterans usii^ unadjusted data 
persisted after we controlled for other- factors 
in the multiyariate tmalysis. The mean PCS 
score for the 727 536 respondents with com- 
plete demographic information was 35.6, or 
1.4 standard deviation lower than US age-ad- 
justed norms; the mean MCS score ws-s 45.2, 
or about 0.5 standard deviation lower ilian 
US age-adjusted norms. Veterans who were 
male, unemployed, lived in the southern US 
census region, and had fewer than 12 years 
of education had lower PCS and MCS scores. 
In comparison to priority-7 statu-s, ali other 
priority levels were associated with much 
lower PCS and MCS scores. Multiple physical 
coraorbiclities were associated with lower 
PCS scores. Finedly, after we corrected for 
other variables, wbai compared with uiban 
status, rural status was associated with a 
2.05-pomt-lower PCS score and a 0.83- 
poinl-lower MCS score. These variables ex- 
pfained 28% of the variance of the PCS 
scores eind 25% of the variance seen in MCS 
scores. Repeat analyses examining only prior- 
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seKir^. For instance, the differences we 
found may be facilUaled 1:^ re^cSed access 
to care in rural settings; it is possible that, be- 
caiBC of long dutanr* to care for many veter- 
ans in rural settings, only Arose with the 
grekest heaUh care needs were enrolled in 
the VHA system and were therefore part of 
Are survey. Fburth, our study was limited to 
veterans— a population Ukely to be older, 
poorer, and sidcer Aian the general pofKila- 
tioa i\lAiougb we t^licated finding m Aie 
healthiest suli^roup of veteians, because 
the paud^ of females and absmitte (ff chil- 
dren in our data set, generalization of mu- 
findings to the entire US population may be 
limited. Firmly, our study may underestimate 
differences between rural and urban vetmans; 
the ‘floor effect* (as the lower bound of the 
scoring ran£^ is approached, scores may fail 
to cs^ture Arose who m^ht have even lower 
health related quali^ of life)^ Arat erists at 
the low scr)re fevels that we saw may 
tire true diffei-ences that exist 

Despite Atese limitations, the findings shed 
li^ on health care-related qualify of Ufc in 
the rural population, highlit potential dis- 
parities in health care needs, and underscore 
the chaOermies of health care delivery to .rural 
populations. These results strongly suggest 
that admiiiistrators aotidpate greater health 
care demands from rural populations and 
pursue innovative strategies, indudii^ coordi- 
nation of federal healAt benefits, to meet their 
bcalAi care needs. ■ 
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McAw Vbtmu CoordlntUng Cemmltt— 

Vtfnma ot Fonign Wm 
AmVtta 

UWmry Ord»r ot t hm Purph H»Mrt 
UMrtno Corpt Lmogum 
Dbmblad Amortem VHt 
Konm Hfpr Fmtonuu 
Vtot Nam Votonma otAmariea 
WAVES 

Tmatimony of Gary t. Laamryaon, Chapman ottha MaPta Vatarana CoontlnaUng Commltlea 
m rural aeeaaa to tho VOtarana AcUnPilaPaSon In tha Stata of UaPn 

Honorabla Sanatora and Congraaaman: 

Thank you hiraUowtngma to laaiuy on bahatfollhallahta Vatarana CoordhtaUngCommlttaa. 

Our organbadon la eomprlaad ot tha aboaa vatarana aatvtea organbadona and rapraaanta a 
urMad volea vtorUng tor the vatarana otUalna. 

Tha VA'a CARES program, ahort tor Capital Aaaat RaaUgnmant Enhanced Sarvicea, atudleddia 
aceeaa la MaPta'a rural vataran popuMPm and eonetudad mora Community Baaad Oupiadanl 
ainlea (CBOC'a) arera naadad along PUnea North - South corridor and Weatarn Maine. Thaaa 
CBOC'a would provida a graatar number ofMalna'a rural vatarana tha much naadad accaaa to 
quality outpadant and apectatty cara. 

Every CBOC aUa within Mapia haa dUad to capacity and are In need ot axpanalon to ba able to 
eondnua to provida the quality cara Matna'a vatarana have coma to axpact 

Tha CARES atudy ahowa Manta la graatar Pt area and rural vataran population than tha other 
andra VtSN 1 area, m 2004, tha VA'a computer prolaedona ware 154,000 vatarana In MaPie ware 
eligible for cara Pt the VAayatam. Thaaa pro/ecdona dP! not take Ptto account the vatarana who 
move to Matna’a rural araaa to aacapa tha that Ufa, norMaPta'a growing radrad vataran 
paputadon. 

Through the afforta of the MaPte Vatarana Coondnadng Committa and Pa aubaPUary 
organbadona, Togua VAMROC anroPad 500 - TOO new vatarana each month (or over two yaara. 
Although dUa band haa atowad, Togua condnuaa to amoO new vatarana each month. Nowthat 

MaPta'a National Guard and Raaarva eomponenta are ratumPtg from Alipimilatan and Iraq, many 
wPhwounda and PUiaaaearaquIrPtgVA cara, the naad for accaaa wM agaPt Incraaaa. 

MaPta'a currant VA ayatam b abatehad to tha breaking poPtt and P b Pnparadva naw CBOC'a 
are made avaHabb to provida dmafy accaaa to aatideea. 

Due b MaPta'a unique geographical aba P b dPPcuP for many of MaPta'a vatarana bj travel 
to tha axbdng aPaa. MaPta haa no maaa tranaP ayatam. Matna'a vatararta rely on dm OAV 
ahutdebua tor banaport to Togua and tha CBOCa Howavar, Pt tha northern courdba there b 
only one buaavattabb. Many ot Malna'a rural vatarana era on a PmPad, Itxad ptcoma and an 
unable to afford banaport to Togua or tha naaraat CBOC. Nor can thaae vatarana afbpd haatdt 
tnaurance or aceeaa to local can. 

ThaMalna Vatarana Coardfnadng CommPb baPavaa Togua ahould be expanded to become a 


4aB 
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Maine Veterans Coordinating Committee 


Veterans of Foreign Wars 
AmVets 

Miiitary Order of t he Purple Heart 
Marine Corps League 
Disabied American Vets 
Korean War Veterans 
WetNatn Veterans of America 
WAVES 


40/a 

Jewish War Veterans 
American Legion Auxiliary 
Veterans of Foreign Wars auxiliary 
Diasbied American Veterans Auxiliary 
Viet Nam Vigil Committee 


full service Vi Regionai Medical Center, independant of Boston. Maine's rural veterans must 
now travel several hours one way to obtain care at Togus or a CBOC. To require Maine 's 
veterans to travel three to eight hours more to Boston for tertiary care is unacceptable. Maine 
has one of the top rated Cardiac Surgery Centers in the nation and is leading the nation in 
iong term care and end of life care provided to our veterans. Sending Maine's veterans to 
Boston removes the fami^ and local veteran support system sorely needed to effect recovery. 

While the majority of the nation is urban or metro and have showed a slower growth, rural 
Maine has demonstrated a sustained growth pattern and wiU continue this trend. 

Lastiy, the Maine Veterans Coordinating Committee wouid urge the VA to open lines of 
communiations to all veterans, not Just in Maine, in the past, the veterans have not feit the 
M was user friendly. As a result, many older veterans and those serving on active duty have 
tailed to avail themselves of the quality care provided by the current K4 system. 

In Maine, the veterans are banding together to educate our veterans on the many services 
available to them. ’ Operation / Served "is a Joint project initiated to provide information 
to Maine's veterans, their spouses and families on services through the VA system, educationat 
benefits, tax relief, fmanciai assistance, empioyment assistance, housing assistance and 
long term care options through the VA and Maine's Veterans Homes system. Our program nas 
received requests and been supplied to many other states. 

Again, on behalf of the Maine Veterans Coordinating Committe and the Maine veterans we 
represent thank you for allowing me this opportunity to speak to you. The Maine Veterans 
Coordinating Committee iooks forward to continuing to work witit Congress to enable the W 
to provide quaiity services to alt veterans. 

Respectfuliy submitted. 



594 Duck Puddle Road 
Waldoboro, Maine 04S72 
Chairman 

Maine Veterans Coordinating Committee 
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Gary Laweryson 

594 Duck Puddle Road 

Waldoboro, Maine 04573 


Gary Laweryson is a 30 year, retired U.S. Marine Corps veteran who has 
served in combat in Viet Nam and the Quit War. Among his personal 
decorations are 2 Purple Hearts for wounds received in Viet Nam. 

Gary has served as Commandant of the Maine Marine Corps League for 6 years. 
New England Legislative Representative for the Marine Corps League and is 
currently serving as the Maine Marine Corps League Judge Advocate. 

Gary has served as the Chairman of the Maine Veterans Coordinating Committee 
for B years. 

Gary was appointed by Governor John Baldacci to serve as an Aide-de-Camp to 
advise the Governor on military issues within the State of Maine. 

Gary is married to his wife, Linda and they have 2 children and 3 grandchildren. 
Gary is a 100% service connected, disabled veteran and uses the services 
of the Togus VA system. 
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STATEMENT OF 
RONALD W. BRODEUR 
ADJUTANT, DEPARTMENT OF MAINE 
of the 

DISABLED AMERICAN VETERANS 
before the 

SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETERANS’ AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 
AUGUST 22, 2005 


This information regarding health care issues for veterans in rural areas is being 
presented by the Disabled American Veterans (DAV) Department of Maine to the Subcommittee 
on Health, Committee on Veterans’ Affairs, U.S. House of Representatives. We thank Chairman 
Henry Brown and Ranking Member Michael Michaud for holding this field hearing in Bangor, 
Maine, and for addressing the issue of rural veterans’ access to Department of Veterans Affairs 
(VA) health care services. 

Access to health care in rural and highly rural areas continues to be a challenge for VA. 

In many cases, the department has been unable to adequately provide health care services to rural 
veterans due to budgetary constraints. For many veterans living in rural areas, the nearest VA 
medical center is hundreds of miles away. Although fully aware of this problem, VA has not 
developed or implemented a comprehensive strategic plan to adequately meet the needs of 
veterans living in rural areas. At 36,610 square miles, Maine is larger than all the other five New 
England states combined serving approximately 150,000 veterans, A comprehensive plan to 
address the geographic size, unique barriers, and number of veterans in Maine should be 
developed and implemented, along with sufficient resources to support such a plan. 

Consideration must also been given to location and numbers of Community Based 
Outpatient Clinics (CBOCs), local fee-basis services, and health care specialty services that are 
not available at the Togus VA Medical and Regional Office Center in Augusta, Maine. 

CBOCs are essential to ensuring veterans living in rural areas have reasonable access to 
basic health care services. The VA has announced plans for new CBOCs in Lincoln, Dover- 
Foxcroft, Houlton, South Paris, Farmington, and Northern Cumberland County. To date none 
has opened. It is our understanding that Lincoln will open in 2006, but the others are indefinite. 
We understand that Houlton will be a part-time facility under the Bangor clinic’s supervision, 
and Lincoln and Dover-Foxcroft will also be satellites under Bangor. Unfortunately, Bangor is 
bursting at the seams with patients and has already been expanded to its maximum physical 
capacity. DAV members in Maine are concerned about why it has taken so long to get these new 
sites opened and question if the Bangor clinic should be moved to a new, larger facility. 

There is also some concern if the proposed CBOC locations selected by the VA in South 
Paris, Farmington, and Northern Cumberland County are appropriate. To veterans of Maine, it 
seems to make more sense to have a CBOC in the Lewiston -Auburn area where a large 
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population of veterans is located versus a CBOC in Cumberland. This would also take care of 
any needs of veterans in South Paris. The CBOC in Rumford and a new CBOC in Lewiston 
should be able to cover the needs of veterans in Farmington. 

Current legislation allows VA to contract for non-VA health care (Fee-Basis) only when 
VA facilities are incapable of providing the necessary care, when VA facilities are 
geographically inaccessible to veterans, and in certain emergency situations. The DAV 
Department of Maine believes more local fee-basis service must be considered for Maine 
veterans. Having veterans travel to Togus for services is difficult and confusing for many 
veterans depending on their medical conditions, particularly for older veterans. Veterans that 
must travel from northern Maine to Togus have to ride 3-5 hours and must get up early in the 
morning to get in for appointments or stay overnight if they have a very early morning 
appointment. Others who must travel to Togus from these locations, may be transferred to 
another van for an additional 3-4 hour trip to the West Roxsbury VA Medical Center in Boston. 
Some veterans must spend the night when traveling to and from Togus to access available 
transportation. 

A veteran in Millinocket traveling to Augusta is on the road for about 2.5 hours and 
travels approximately 150 miles one way, or 300 miles round trip. Reimbursement by the VA is 
approximately $33 dollars at 1 1 cents per mile versus $122 that would be paid to a federal 
employee on official travel in a privately own vehicle (POV) at 40.5 cents per mile. For low-end 
wage earners or retirees in Maine, that money for transportation is being taken from other 
priorities such as food, family medical-dental care, and prescription medications. We should be 
able to do better than this for our nations’ sick and disabled veterans. 

The DAV cannot take care of all the transportation needs for all patients who require care 
at the VA hospital in Togus, Also, keep in mind that there are veterans who use the CBOCs 
around the state who have problems getting to those outpatient clinics and there is no organized 
transportation network to assist them. However, the DAV Transportation Network in Maine and 
the other states helps close the gap for many veterans who cannot drive or cannot afford to drive 
to Togus VA for scheduled appointments. In 2003 and 2004, our volunteer drivers drove 1 1,598 
veterans over 8 1 1 ,579 miles, and volunteered 39,382 hours driving to Togus VA in DAV 
donated vans for appointments. At 40.5 cents per mile paid to federal employees for POV travel, 
this would be approximately $330,000. We mention this because many veterans do travel to 
Togus in their own vehicles or get a ride from family and friends and must absorb most of the 
cost of transportation. For scheduled appointments, VA pays veterans 11 cents per mile minus 
an established deductible. 

Since the programs inception in 1987, the DAV has donated 1,549 vans to VA medical 
centers, at a cost of $31,563,000. In addition, the Ford Motor Company has donated 98 vans 
over those years to contribute to the DAV effort. This program continues to show tremendous 
growth and is an indispensable resource for veterans and the VA. Across the nation, DAV 
Hospital Service Coordinators operate 183 active programs. They have recruited 9,657 volunteer 
drivers who logged 26,429,512 miles last year, taking over 725,084 veterans to and from VA 
medical facilities. Since the programs inception, our volunteer drivers have driven 8,958,755 
veterans more than 338 millions miles to and from their VA medical appointments. 
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Our DAV network in Maine currently operates 12 vans. Just so the committee is aware 
of how the network is operated, we are providing some background information. In the 1980s, 
the VA eliminated most of its transportation for veterans. The DAV saw a need and filled it by 
developing the DAV Transportation Network. Vans are purchased by local DAV chapters and 
state departments when a need is determined- The DAV National Service Foundation helps 
DAV departments to cover the full cost of a van. For example, the transportation program in 
Maine needed to replace 2 vans this year at a cost of $22,000 each. We were able to cover 
$24,000 of the total $44,000 needed. A grant from the DAV National Service Foundation took 
care of the remaining $20,000 needed. Once the vans are purchase by the DAV they are donated 
to the VA. The VA then maintains the vans, and covers costs of gas, maintenance, tolls, etc. 

The DAV operates the volunteer network and coordinates all the rides and services between 
veterans and their VA facility. We currently employ two Hospital Service Coordinators to 
provide these services. They do so for low wages and no benefits as a service to veterans. The 
DAV Department of Maine pays approximately $30,000 a year for their service. 

Recently, we were excited to discover that Senator Susan Collins of Maine co- 
sponsored S. 1 191 . the “Vets Ride Act of 2005,” introduced by Senator Kenneth Salazar of 
Colorado. This bill, if approved, would give the DAV Department of Maine and other DAV 
departments and chapters, as well as other veterans service organizations and State veterans’ 
service officers, an opportunity to obtain a grant of up to $50,000 per year to help expand 
transportation options to veterans in remote rural areas. We request your support in introducing 
a companion bill in the House to help make the Vets Ride Act a reality this year. 

One other area of concern that often arises relates to veterans who are enrolled for VA 
care in Maine but experience urgent medical symptoms that require them to obtain emergency 
care at local hospitals. In many cases, the veteran or family member is required to pay the bill 
for the local care provided because the VA Fee-Basis program denies reimbursement. This 
process needs to be improved so that veterans do not have to second guess whether or not they 
should go to an emergency room for symptoms they believe may be life threatening. This is a 
difficult area in which to develop black and white rules, but something more specific is needed. 

The DAV has a resolution to support legislation to authorize enrolled veterans to receive 
emergency medical care in private medical facilities at VA’s expense when VA facilities are not 
reasonably available. The DAV believes all enrolled veterans should be eligible for emergency 
medical services at any medical facility. It is outrageous to penalize a veteran for seeking 
emergency care when he or she is experiencing symptoms that manifest a life-threatening 
condition. 

We request your support in introducing a bill in the House that would help solve this 
problem. Veterans enrolled for VA care who believe they are experiencing a medical emergency 
deserve to have immediate access to care, at a private medical facility if necessary, without the 
fear of unfair financial burden for such care. 

Thank you for this opportunity to provide testimony on some of our concerns about 
access to VA health care services for veterans living in rural areas. 
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DISCLOSURE OF FEDERAL GRANTS OR CONTRACTS 


The Disabled American Veterans (DAV) does not currently receive any money from any 
federal grant or contract. 

During fiscal year (FY) 1995, DAV received $55,252.56 from Court of Veterans Appeals 
appropriated funds provided to the Legal Service Corporation for services provided by DAV to 
the Veterans Consortium Pro Bono Program. In FY 1996, DAV received $8,448.12 for services 
provided to the Consortium. Since June 1996, DAV has provided its services to the Consortium 
at no cost to the Consortium. 


4 


71 

STATEMENT 
of the 

PINE TREE AND SOUTHERN MAINE CHAPTERS, 
MILITARY OFFICERS ASSOCIATION OF AMERICA 

on 

RURAL VETERANS’ ACCESS to PRIMARY CARE: SUCCESSES 

AND CHALLENGES 

before the 

HOUSE COMMITTEE ON VETERANS’ AFFAIRS 
SUBCOMMITTEE ON HEALTH 


August 22, 2005 


Presented by 


Colonel Edward L. Chase, USAF (Ret.) 
Chairman, Legislative Committee 
Pine Tree Chapter 

Military Officers Association of America 


72 


Care for Enrolled Veterans. VA has budgeted for an increase in demand of veteran 
system users with disabilities, special needs, Purple Heart recipients and the 
indigent. One matter of concern, however, is the projection of a decline In lower 
priority groups. We will discuss this later in the statement. 

Mental Health Care. Some studies have predicted that 1 out of 6 servicemembers 
returning from Iraq and Afghanistan will need care at some point In their lives for 
PTSD and other mental health conditions. The VA budget has begun to address the 
growing need for additional capacity. As we learned from the Vietnam experience, 
many combat-associated disorders and illnesses do not become manifest for years, if 
not decades, later. Early attention to counseling and preventive care can mitigate 
some of these later developments. 

CARES. In May, 2004, the Secretary of Veterans Affairs announced the plan to 
support CARES. A part of the plan in Maine is the opening of live part time clinics 
(Houlton, Lincoln, Dover-Foxcroft, Farmington and Lewiston). It is critical that 
these clinics be planned as enhancements to the existing system, and not as an 
opportunity to eliminate or reduce services at other locations. 

A prime example of how our service organizations “look out for our own” is the 
American Legion’s offer of a building in Houlton to house this clinic. Now, 

Congress must recognize its responsibility and fund the program. 

Exemption from Co-pays and Emergency Care Reimbursement. We are appreciative 
of the inclusion in the Budget Request the elimination of co-payments for veterans 
receiving hospice care and for former Prisoners of War. It also includes a provision 
to allow the VA to pay for emergency room care received in non-VA facilities for 
enrolled veterans. This offers a real benefit to some of our veterans distantly remote 
from a major primary care facility. 


CONCERNS AND CHALLENGES. 

Transportation. 41% of Maine’s veterans live outside the proximity standards for 
access to health care facilities. Increased population age of our veterans, rising 
prices of gas, and unpredictable, adverse weather driving conditions over a six 
month period (Nov-Apr) make available transportation a key element in providing 
accessible health care to our veterans. An aversion to driving long distances in 
inclement weather often results in last minute appointment cancellations with the 
accompanied “snow-ball” perturbations to the scheduling process. It’s often weeks 
before a rescheduled appointment can be made. Finally, lack of access to care 
facilities may have an unintended consequence of veterans’ reluctance to enroll and, 
if uninsured, placing unprogrammed demands on other health systems such as 
MaineCare, the State’s MEDICAID program. 
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Currently, there are two vans operated by the Maine Disabled American Veterans 
(DAV) and some volunteer assistance from other service organizations dedicated to 
alleviating this problem. We believe strongly that a more structured, expanded 
transportation plan is sorely needed. To this end, we are grateful to Senators Susan 
Collins, R.ME and Ken Salazar, D.CO for their co-sponsorship of S-1191, The 
VetsRidc Act. This provides rural states grants of $50,000 per year to support an 
intra-state veterans’ transportation system focused particularly on rural areas. 

This is a relatively low cost initiative which will reap benefits in improved access, 
timely care, improved administrative efficiencies, and improved safety for our 
veterans. We strongly urge a member(s) of this subcommittee to sponsor a 
companion House bill in order to ensure timely enactment. The total cost 
nationwide is estimated to be $3M annually. 

Enrollment Policy During Wartime. The Veterans Eligibility Reform Act of 1996 
distinguished between veterans who “shall” be provided care and those for whom 
the VA “may” provide care if Congress agrees to fund their care. Under the new 
enrollment system, two different administrations between 1998 and 2002 invited all 
honorably discharged veterans to enroll. This policy doubled enrollment and 
sharply increased demand for care. 

The open enrollment permitted the VA health system to transform from a hospital- 
based model to an out-patient oriented system with hundreds of new VA 
community-based clinics. With the exception of severely disabled veterans, all 
enrollees had to agree to pay drug co-payments for non-service connected 
prescriptions. Enrollees were not required to pay usage or enrollment fees. 

During and after the open enrollment period, funds were insufficient to meet the 
new demands. Enrollment in a newly created Priority Group 8 category was closed. 
We further perceive that the VA intends to reduce demand on the system by 
imposing a $250 usage fee on the lowest priority veterans. The same veterans who 
earlier had been invited to enroll to help VA meet its transformation goals are now 
being told, “Not so fast.” The VA and, indeed, the Congress should never make a 
promise to veterans that they are unwilling to commit to for the long term, 
irrespective of political administrations. 

We believe that an imposition of a $250 annual usage fee on some of our enrolled 
veterans sends a bad signal during a time of war to our nation’s warriors, past, 
present, and future. 

We recommend the exemption of annual usage fees and higher drug co pays for all 
currently enrolled veterans. Finally, this fee may well apply to some of our 
returning National Guard and Reserve combat veterans which are sorry honor for 
their extraordinary sacrifice. 

Seamless Transition: The Planning, Care and Support for Separating Servicemembers 
and their Families. The President’s Task Force (PTE) to Improve Health Care 
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Delivery for Our Nation’s Veterans (May 2003) and efforts of former VA Secretary 
Tony Principe have resulted in improved coordination of care and services to 
separating Active Duty, National Guard, and Reserve servicemembers and their 
families. A Dodd-VA planning and coordination structure is in place, but more 
needs to be done. 

At the State level, we commend Operation “I served” which is an outreach to all 
Maine’s veterans to provide them information on what federal and State benefits 
they may have earned during their service. 

We remain concerned, however, that adequate attention and resources be provided 
to our returning servicemembers and their families as well, particularly the severely 
wounded. Navigation through the complicated health care, benefits, employment 
and transition systems and programs is extremely burdensome for affected families 
unless they have a functional care management system. Establishment of such a 
system in a dispersed, rural environment is a real challenge, though no less 
compelling. 

CONCLUSION. 


The two chapters of the Military Officers’ Association of America greatly 
appreciate the opportunity to present our views on the unique challenges to the 
provision of quality health care to our veterans in rural areas. We are appreciative 
of the support provided to servicemembers and veterans in the past and pledge our 
full support to this Subcommittee and its distinguished members as you go forward. 
As we meet the challenges of the future, we must all be mindful of George 
Washington’s observation, “The willingness with which our young people are likely 
to serve in any war, no matter how Justified, shall be directly proportional to how 
they perceived the veterans of earlier wars were treated and appreciated by their 
nation.” 
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Biography of Edward L. Chase, COL, USAF (Ret) 

Chairman, Legislative Committee, Pine Tree Chapter, Military Officers Association 
of America (MOAA) 

A native of Massachusetts, Ed Chase was bom in Hyannis and raised on Cape Cod until 
leaving in 1954 to attend Phillips Exeter Academy. After graduation in 1958, he attended 
Kenyon College where he earned a B.A. in political science in 1962. After graduation 
from college, he was commissioned a second lieutenant in the U.S. Air Force through the 
ROTC program. 

Colonel Chase entered active duty in March, 1963, serving as a Combat Targets Officer 
before attending pilot training in June, 1964. After earning his wings, he served an 
abbreviated tour of duty in France before being reassigned to the Republic of Vietnam 
where he flew 172 combat sorties. After his combat tour, he served in a number of 
operational assignments in the United States and overseas as an instructor pilot, flight 
examiner, flight commander, operations officer and squadron commander. He was a 
command pilot logging over 5,000 flight hours in a variety of fighter aircraft. 

Colonel Chase served a tour of duty on the Air Staff at the Pentagon from June, 1982 to 
June, 1985 where he was responsible for the utilization and training policies for all USAF 
pilots, navigators, and enlisted aircrew members. In addition, he oversaw procurement 
programs for some 512 aircrew training devices which was a $3B package. Colonel 
Chase completed his career as Vice Commander, Third Air Force, which comprised all 
Air Force personnel in the United Kingdom. He retired in 1991. 

In 1993, Colonel Chase joined American Express Financial Advisors as a financial 
planner. He retired in 2003. 

Colonel Chase’s military awards include the Distinguished Flying Cross, Meritorious 
Service Medal with 4 oak leaf clusters. Air Medal with 1 1 oak leaf clusters, and the 
Vietnam Service Medal with 2 battle stars. 

Colonel Chase is married to the former Eben Burnside of Chevy Chase, Maryland. They 
have three grown children, two grandchildren and reside in Pittsfield, Maine. 
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Co-Chair of Maine’s Task Force on Veterans’ Heaith Services, 
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August 22, 2005 

Congressman Michaud and distinguished members of the Committee. My name is 
Roger Landry; I am retired from the U.S. Air Force having served honorably for 22 years. 
I am also 1 00% disabled with the Veterans Administration with throat cancer derived 
from exposure to Agent Orange in Southeast Asia during the period of 1967 to 1968. I 
have spent the last 1 2 years working extensively with various veterans organizations in 
an effort to better the lives of our Veterans. Most recently, I served as a State 
Representative in the 121st Maine State Legislature for District 10 which is Sanford, 
Maine. During my short tenure in the State House I was able to bring numerous 
veterans’ issues to the attention of our State government the most significant of which is 
veterans’ heaith care as provided by the Veterans’ Administration. 

Let me begin by saying that I truly believe that the VA health care system in Maine and 
its staff are doing their level best to provide adequate health care to our veterans. 
However, recent developments in the economics, demographics, and ever changing 
geography of our Maine veterans’ world have caused us all to re-examine that level of 
adequacy in our VA health care system. Namely, the aging of the American Veteran, 
the increased enrollment of uninsured into the VA, the increasing cost of providing 
healthcare, including prescription drugs, and a federal budget environment in which - 
without changes to the VA’s funding mechanism - it appears increasingly likely that VA 
funding will not keep pace with costs faced by the VA, suggests that a ‘Perfect Storm’ 
scenario may be brewing for our nation’s veterans just at the time when they need the 
system most. 

Further, as has others have mentioned in their testimony, the CARES study found 
significant access gaps in Maine. The study came up with recommendations to close 
some - but not all - of the access gaps faced by Maine veterans, but, as you have 
heard, the CARES recommendations will not be implemented for a number of years. 

In addition. Senator Collins of Maine has a bill in to allocate funding to provide better 
transportation for veterans to existing VA health care facilities. While this bill, if 
successful, will diminish the problem somewhat, it can by no means eliminate the 
problem. 

For these reasons, it is critical that here in Maine, a state with the one of the nation’s 
highest percentage of veterans (in the 2000 Census, veterans constituted 1 5.9% of 
Maine’s population age 1 8 and over, while the average among the 50 states and District 
of Columbia was 13.5%)’ and with a population older than the rest of the country,® we 
provide the leadership to a more efficient, more accessible, and more compassionate 
healthcare system for our national veterans. 

In 2003, as part of the Dirigo Health Reform Act, Governor Baldacci and the Maine 
Legislature created a Task Force to review and assess the needs of the State’s veterans 
for health care services and the availability, accessibility and quality of public and private 
health care services for veterans, and to make recommendations based on its review 
and assessment. 
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Accordingly, a number of bills have been introduced in Congress to allow the VA to fill 
prescriptions written by community physicians. The VA has opposed these bills for a 
number of reasons. Two primary reasons are; 

• Cost As you are aware, unlike the federal Medicare program, whose funding is 
mandatory and thus automatically additional increases when enrollment increases, 
the VA receives a fixed budget that is determined each year through the 
appropriations process. The VA has pointed out that if Congress expanded the drug 
benefit without providing additional funds to pay for the expansion, the expansion 
“would tend to erode the comprehensive medical care benefits that veteran users of 
the VA health care system now enjoy”^ by crowding out spending on core services. 

• VA’s Drug Benefit is Part of VA’s Coordinated System of Care. The VA has 

stated that it “strongly believes that drug therapy must be coordinated, monitored, 
and managed by a single primary care provider. VA has maintained control over the 
cost of its prescription benefit by using sophisticated formulary management 
techniques and by assuring that prescriptions written by VA staff are consistent with 
the formulary management process.”® 

Advocates for these bills have argued that the VA would realize savings from the 
passage of these bills as a result of a reduction in duplication of services, and that 
these savings would outweigh any additional costs to the VA. A December 2000 
report by the VA Inspector General (IG) estimated the cost of the re-examinations at 
$1 .3 billion in 2001 However, the VA believes that there were significant flaws in 
the IG’s methodology and has indicated that the IG is continuing to examine its 
methodology. The VA’s position is that increase in enrollment would likely outweigh 
savings from reduction in duplication of services.^ 

Pilot Program Proposal. With these concerns in mind, the Task Force proposes that 
the VA conduct a three-year state-wide pilot program in Maine to test the feasibility of 
allowing a limited number of eligible veterans to obtain prescription drugs from the VA 
through their community physician. The pilot could include an evaluation to help assess 
whether the pilot might be worthwhile in other rural states. 

Under the terms of the proposed pilot, veterans who live at distances greater than the 
CARES guidelines (i.e., more than 60 miles in a rural area and 30 miles in an urban 
area) would be eligible to receive VA pharmacy benefits based on an initial visit with a 
VA physician. After the initial visit, a community physician would manage on-going care, 
including prescriptions. The veteran would enroll with the VA system and be required to 
see a VA physician every three years, rather than annually. Veterans enrolled in this 
program would pay a higher co-pay - to be established by the VA - and in return have 
the benefits of maintaining a relationship with their community physician, reducing 
unnecessary travel and duplication of services. 

Specific elements of the proposal; 

• Increased co-payments to ensure cost neutrality to the VA, with all participants 
subject to co-payments, regardless of priority group. The Task Force proposes 
that the VA establish a co-payment system that would enable the VA to fully 
recapture any additional cost to the VA of increased enrollment and prescription drug 
expenditures. This could include varying co-payments for specific drugs. The VA 
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could adjust the co-payment schedule annually to account for differences between 
projected and actual expenditures each year. 

• An enrollment cap set by the VA to limit the size of the pilot, and a program 
evaluation to assist the VA in monitoring impact of the piiot. The VA could 
work with a local organization, such as from the University of Maine system or the 
University of New England, to design the pilot. This could include establishing an 
enrollment cap to balance the need to keep the pilot to a limited size while allowing 
statistically significant analysis, as well as to ensure enrollment of individuals from 
different parts of the state. The evaluation could answer such questions as: 

- What is the magnitude of savings to the VA from reduction in duplication of 
services? Does the pilot free up VA resources for veterans needing core 
services? 

What is the demand for the program? 

How do per-enrollee pharmacy expenditures in the pilot compare to per-enrollee 
outpatient pharmacy expenditures in the VA system? 

- What would the cost to the VA have been in the absence of the increased cost- 
sharing proposed by the pilot? Would those costs have been outweighed by 
savings from reduction in duplication of services? 

How does enrollment break out between veterans who had already been driving 
to VA facilities for prescription drugs and those who are enrolling with the VA for 
the first time? Is there a reduction in the number of veterans who begin using VA 
services solely because they want access to the drug benefit? 

• Requiring Participating Veterans to Use a Single Primary Care Physician. The 

enrollee must agree to use one primary-care physician, who would coordinate, 
monitor, and manage the veteran’s care for the duration of their participation on the 
pilot. Any specialist wishing to write a prescription for fhe participating veteran would 
need to consult with the primary care physician before writing a prescription. The 
purpose of this provision would be to maximize the potential for the effective 
medication management to ensure cost effectiveness and safe, quality care. 

• The VA would determine which priority groups would be Included in the pilot. 

The VA might choose to include priority group 8 in the pilot, since there would be no 
additional cost to the VA. 

• Only veterans who live at distances greater than the CARES guidelines (i.e., 
more than 60 miles in a rural area and 30 miles in an urban area) would be 
eligible to participate. 

Potential Benefits of the Pilot Program 

• To Everyone: 

- Would free up essential Togus resources as Maine veterans return home from 
Iraq and Afghanistan and other areas of deployment. 

• To Veterans: 

- Continuity of care; ability to maintain relationship with local doctor; easier for 
veterans to access the lower-priced prescription drugs to which they are entitled, 
with less travel and delay. 

• To Togus and Togus Physicians: 
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Mr. Chairman and Members of the Committee, thank you for the opportunity to testify 
today on behalf of the Maine Veterans’ Homes (“MVH”) on the topic of “Rural Veterans’ Access 
to Primary Care,” including the extremely important issue of continued access by veterans to 
quality long-term nursing care. 

I am the Chief Executive Officer of MVH. MVH is a public body corporate created by 
the State of Maine to provide long-term nursing care to Maine veterans. MVH operates long- 
term nursing care facilities for veterans at Augusta, Bangor, Caribou, Scarborough, and South 
Paris, Maine. On September 6, 2005 we will open our sixth long-term care facility at Machias, 
Maine. In the aggregate, MVH currently operates 610 skilled nursing, long-term nursing, and 
domiciliary beds for Maine veterans and, with the opening of our new facility at Machias, our 
system will grow to a total complement of 640 beds. This makes MVH one of the largest chains 
of long-term nursing facilities in the state of Maine, and we are very proud of the quality long- 
term care nursing services that we provide to Maine veterans. 

Also, as one of the largest and most successful State Veterans Homes systems in the 
nation, MVH provides a crucial portion of the health care continuum for Maine veterans. Our 
facilities are each relatively small in size, 30 to 150 beds each, and this allows them to be 
located, not only at one central location, but throughout the State of Maine, allowing greater ease 
of access to our facilities by veterans living in the most rural parts of Maine. In the future, we 
hope to develop additional in-patient and out-patient services at all of our six locations in order 
to offer rural Maine veterans greater access to all of the services that the Maine Veterans’ 

Homes, the Maine Bureau of Veterans Services, and the United States Department of Veterans 
Affairs (“VA”) provide. 

MVH is part of a vital national system of State Veterans Homes. The State Veterans 
Homes system is the largest provider of long-term care to our nation’s veterans. As such, the 
State Veterans Homes play an irreplaceable role in assuring that eligible veterans receive the 
benefits, services, and quality long-term health care that they have rightfully earned by their 
service and sacrifice to our country. We greatly appreciate this Committee’s commitment to the 
long-term care needs of veterans, your understanding of the indispensable function that State 
Veterans Homes perform, and your strong support for our programs. 

We especially appreciate the support of this Committee in restoring funds to the FY06 
budget resolution and the House VA appropriations bill to assure that per diem payments by the 
Department of Veterans Affairs (“VA”) to veterans who are residents in our State Homes will 
continue uninterrupted. 

The Maine Veterans’ Homes is a leader in this national system of State Veterans Homes 
and a leader in the National Association of State Veterans Homes (“NASVH”). The membership 
of NASVH consists of the administrators and staff of State -operated veterans homes throughout 
the United States. NASVH members currently operate 1 19 veterans homes in 47 States and the 
Commonwealth of Puerto Rico. Nursing home care is provided in 114 homes, domiciliary care 
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in 52 homes, and hospital-type care in 5 homes. These homes presently provide over 27,500 
resident beds for veterans of which more than 21,000 are nursing home beds. These beds 
represent about 50 percent of the long-term care workload for the VA, for veterans receiving 
long-term care services at both urban and rural locations. 

We work closely with the VA, State governments, the National Association of State 
Directors of Veterans Affairs, veterans service organizations, and other entities dedicated to the 
long-term care of our veterans. Our goal is to ensure that the level of care and services provided 
by State Veterans Homes meet or exceed the highest standards available. 

Role of the State Veterans Homes 


State Veterans Homes first began serving veterans after the Civil War. Faced with a large 
number of soldiers and sailors in critical need of long-term care, several States established 
veterans homes to care for those who served in the military. 

In 1888, Congress first authorized federal grants-in-aid to states that maintained homes in 
which American soldiers and sailors received long-term care. At the time, the payments 
amounted to about 30 cents per resident per day. In the years since. Congress has made several 
major revisions to the State Veterans Homes program to expand the base of payments to include 
nursing home, domiciliary, and adult day health care. 

For nearly half a century. State Veterans Homes have operated under a program 
administered by the VA which supports the Homes through construction grants and per diem 
payments. Both the VA construction grants and the VA per diem payments are essential 
components of this support. Each State Veterans Home must meet stringent VA-prescribed 
standards of care, which exceed standards mandated by federal and state governments for other 
long-term care facilities. The VA conducts annual inspections to assure that these standards are 
met and to assure the proper disbursement of funds. Together, the VA and the State Homes 
represent a very effective and financially-efficient federal-state partnership in the service of our 
veterans. 

VA per diem payments to State Homes are authorized by 38 U.S.C. § 1741-1743. 
Congress intended to assist the States in providing for the higher level of care and treatment 
required for eligible veterans residing in State Veterans Homes. As you know, the per diem rates 
are established by the VA annually and may not exceed 50% of the cost of care. They are 
currently $59.36 per day for nursing home care, $35.17 per day for adult day health care, and 
$27.44 per day for domiciliary care. Our State Veterans Homes cannot operate without the per 
diem payments from the VA. 

Construction grants are authorized by 38 U.S.C. §§ 8131-8137. The objective of such 
grants is to assist the States in constructing or acquiring State Veterans Home facilities. 
Construction grants are also utilized to renovate existing facilities and to assure continuing 
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compliance with life safety and building codes. Construction grants made by the VA may not 
exceed 65 percent of the estimated cost of construction or renovation of facilities, including the 
provision of initial equipment for any project. State funding covers at least 35 percent of the 
cost. Our program cannot meet our veterans’ needs without an adequate level of construction 
grant funding. 

In recent years. State Veterans Homes have experienced a period of controlled growth - 
the result of increasing numbers of elderly veterans who have reached that point in life when 
long-term care is needed. In fact, we face the largest aging veterans population in our nation’s 
history. From 2000 to 2010, the number of veterans aged 85 and older is expected to triple from 
422,000 to 1.3 million. If the State Veterans Homes program is to fill even a part of this unmet 
need for long-term care beds in certain States, and to respond to the increase in the number of 
veterans eligible for such care nationally, it is critical that the State Veterans Home construction 
grant program be sustained. 

The State Veterans Home program now provides about 50% of the VA’s total long-term 
care workload. The VA recently estimated nationally that nursing care beds in the State Homes 
are 87% occupied. MVH beds are approximately 95% occupied. Many of the State Veterans 
Homes nationally have occupancy rates near 100%, and some have long waiting lists. The State 
Veterans Homes provide long-term medical services to frail, elderly veterans at a cost to the VA 
of only $59 per day, well below the cost of care in a VA nursing home, which exceeds $400 per 
day. 


Although there are no national admission requirements for the State Veterans Homes, 
there are state-by-state medical requirements for admission. Generally, a State will demand a 
medical certification confirming significant deficits in activities of daily living (an assessment of 
basic living functions) that require 24-hour nursing care. Moreover, no per diem is paid by the 
VA unless and until a VA official certifies that nursing home care is required. Veterans 
qualifying for long-term nursing care at a State Veterans Home are almost always chronically ill 
and elderly, and many are afflicted with mental health conditions. 

State Veterans Homes as a VA Resource 

The Veterans’ Millennium Health Care Act (“Mill Bill”), Pub. L. No. 106-1 17. brought 
significant changes to veterans’ long-term health care. Significantly, the VA is directed to 
provide long-term care for all veterans who have a 70% or greater service-connected disability or 
who need nursing care for a service-connected disability. The State Veterans Homes should play 
a major role in meeting these requirements and be treated as a resource integrated more fully 
with the VA long-term care program. 

We have proposed that our beds be counted toward the VA’s overall long-term care 
census. Doing so would allow the VA to meet the Mill Bill’s long-term care bed requirements. 

A nursing home bed in a State Veterans Home is a very cost-effective alternative to a nursing 
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home bed in a VA-operated facility. Congress’s goal should be to provide long-term care to 
veterans in a manner that expands the VA’s capacity to provide services, while paying the lowest 
available per capita cost for each eligible veteran. Including State Veterans Homes nursing beds 
in the mandated VA long-term care totals could allow the VA to meet its legislative mandate, 
shift some of its maintenance care and other specialty services to the State Veterans Homes, and 
ultimately increase the capacity of the VA to provide greater short-stay, highly-specialized 
rehabilitative care. 

This goal can be accomplished by the State Homes at substantially less cost to taxpayers 
than other alternatives. The average daily cost of care for a veteran at a long-term care facility 
run directly by the VA has been calculated nationally to be $423.40 per day. The cost of care to 
the VA for the placement of a veteran at a contract nursing home, which is not required to meet 
more stringent State Veterans Home standards, is approximately $194.90 per day. The same 
daily cost to the VA to provide outstanding quality long-term care at a State Veterans Home is 
far less - only $59.36 per day for nursing care. 

This substantially lower daily cost to the VA of the State Veterans Homes compared to 
other available long-term care alternatives led the VA Office of Inspector General to conclude in 
a 1999 report: “the SVH [State Veterans Home] program provides an economical alternative to 
Contract Nursing Home (CNH) placements, and VAMC [VA Medical Center] Nursing Home 
Care Unit (NHCU) care” (emphasis added). In this same report, the VA Office of Inspector 
General went on to say: 

A growing portion of the aging and infirm veteran population requires domiciliary 
and nursing home care. The SVH [State Veterans Home] option has become 
increasingly necessary in the era of VAMC [VA Medical Center] downsizing and 
the increasing need to discharge long-term care patients to community based 
facilities. VA’s contribution to SVH per diem rates, which does not exceed 50 
percent of the cost to treat patients, is significantly less than the cost of care in VA 
and community facilities. 

VA Construction Grant Program 

Under current law, there are strict limits and standards for funding the construction and 
renovation of State Veterans Homes. The system is working very well under the provisions of 
the Mill Bill, which establishes priorities for funding according to life/safety, great need, 
significant need, and limited need. Pursuant to these standards, in FY05, only 35 priority 
construction or renovation projects have been authorized and are underway in Wisconsin, 
Nebraska, Ohio, New Hampshire, New York, Michigan, Massachusetts, Connecticut, Hawaii, 
Alaska, Delaware, Rhode Island, Oklahoma, Florida, North Carolina, Colorado, Georgia, 
Missouri, and Minnesota. Other projects in these and other states have been approved initially 
for FY06 funding by the VA. 
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Specifically, the VA has identified 10 states as having either a “great” or “significant” 
need to build new State Veterans Homes beds immediately. These are Florida, Texas, 

California, Pennsylvania, Ohio, New York, Hawaii, Delaware, Wyoming, and Alaska. Hawaii 
expects to open its first State Home next year. Florida has five new homes in the planning 
stages, and Texas has four homes in the planning stages and two homes in the final stages of 
construction. California has three new homes approved. Delaware and Alaska are planning their 
first State Homes. The needs of veterans in these states require that these facilities be built. 

Moreover, under the requirements of the Mill Bill, the VA prescribes strict limits on the 
maximum number of State Veterans Home nursing beds that may be funded by construction 
grants. This is based on projected demand for the year 2009, which determines which states 
have the greatest need for additional beds. This process assures that additional State Veterans 
Home beds are built only in those states that have the greatest unmet need for such beds. 

VA Budget Proposal for FY06 

The President’s FY06 budget would devastate the State Veterans Homes program and 
deny care to the thousands of veterans who currently utilize the program and the tens of 
thousands of veterans who will need the program in the future. The budget proposal would: 

1) slash per diem payments by revising the eligibility requirements for the State Veterans Homes 
so that the vast majority of veterans suddenly would be ruled ineligible for per diem benefits; and 

2) impose a moratorium on construction grants, terminating plans for many new Homes, 
life/safety projects, and renovations where a need has been justified in many key States under 
the standards of the Mill Bill, 

The change in the per diem criteria would have the most immediate impact on the State 
Homes program. Under the President’s proposal, per diem payments for nursing care at State 
Veterans Homes would be limited to veterans in priorities 1-3 and those in priority 4 who are 
catastrophically disabled (a new and poorly-defined concept of disability). 

NASVH concludes, based on a poll of our members, that the Administration’s budget 
proposal would rule ineligible approximately 80% of the current population of the State Veterans 
Homes. More than 14,000 of the 19,000 veterans in State Veterans Homes would be denied the 
per diem benefit. This analysis examined the current population of the State Homes. The VA 
has proposed grandfathering current residents, but that will only delay the full impact of the 
proposal for months, not years, because we estimate that most current residents of the State 
Veterans Homes will pass away or be discharged within 12 to 18 months. 

The President’s proposed budget abrogates the federal government’s commitment to the 
State Veterans Homes program. State taxpayers have paid hundreds of millions of dollars to 
help construct the State Veterans Homes with the understanding that the Homes would continue 
to serve the nation’s veterans population. However, the President’s budget abruptly and 
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needlessly abandons this arrangement and places the Homes in an untenable financial position. 
Simply put, it could lead to the closure of many State Homes. 

We applaud the House and Senate Veterans’ Affairs Committees and Appropriations 
Committees for rejecting the proposed cuts to the per diem payments, and for restoring full 
funding for per diem payments under the current eligibility rules for such payments. 

More work, however, needs to be done. 

The Senate VA Appropriations bill has proposed funding the State Veterans Homes 
construction and renovation program nationally at $104.3 million for FY ’06. This amount of 
funding is the same amount as that provided for the State Veterans Home construction and 
renovation program for FY ’05, with no increase. The House, however, prior to the time that 
additional funds were authorized for the VA in July of this year, voted in H.R. 2528 to provide 
only $25 million of funding for this same construction and renovation program for FY ’06, and 
has restricted this funding only to life/safety projects. In short, the $25 million appropriation 
authorized by the House to fund all construction projects at all 119 State Veterans Homes 
nationally is simply inadequate for legitimate needs, and we strongly urge the House to adopt the 
$104.3 million FY ’06 funding level recommended by the Senate Appropriations Committee 
when the matter is considered by a Conference Committee during the next few weeks. 

Conclusion 


Thank you for your commitment to long-term care for veterans and for your support of 
the State Veterans Homes as a central component of that care. In conclusion, I will reiterate the 
key issues facing the State Veterans Homes. 

First, with respect to the President’s proposal for cuts to the per diem, we hope to 
continue working with the Members of this Committee and the House Appropriations Committee 
to assure that the VA appropriations bill reflects the consensus that preserves sufficient funds for 
continued per diem payments under current eligibility requirements. We also seek your 
assistance in directing the Administration not to impose unilateral changes to VA per diem 
payments through administrative means. 

Second, we believe the Committee and the Congress should reject the moratorium on 
State Veterans Homes construction grants, many of which fund needed renovations or address 
demonstrated need in certain States for more nursing care beds, and that this construction and 
renovation grant program be funded for FY ’06 at the $104.3 million level recommended by the 
Senate Appropriations Committee. 

Third, we believe that the State Veterans Homes can play a more substantial role in 
meeting the long-term care needs of veterans. NASVH recognizes and supports the national 
trend towards deinstitutionalization and the provision of long-term care in the most independent 
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and cost-effective setting. In a letter to VA Secretary Nicholson dated April 5, 2005, NASVH 
proposed that we explore together creative ways to provide a true continuum of care to our 
veterans, both rural and urban, in State Veterans Homes and in the community. We would be 
pleased to work with the Committee and the VA to explore options for developing pilot 
programs for innovative care and for more closely integrating the State Veterans Homes program 
into the VA’s overall health care system for veterans. 
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Written Testimony of Peter W. Ogden, 

Director, Bureau of Veterans Services, State of Maine 
On Rural Access to Veterans Healthcare in Maine 
Before the House Veterans’ Affairs Subcommittee on Health 

Chairman Brown, Congressman Michaud and distinguished members of the 
committee thank you for this opportunity to provide written testimony on an extremely 
important issue for Maine’s veterans. I apologize /or not being at the hearing in person 
but I am attending the annual fall meeting of the National Association of State Directors 
of Veterans Affairs in Seattle, WA. I will be meeting with my fellow State Directors and 
discussing these same issues as they are pertinent to all 50 states and the four territories 
where our veterans live. 

Maine is a unique state in several ways: In 2000 Maine had the largest per capita 
veteran population in the nation and is still at number two or three; the Togus Medical 
Center is the oldest VA hospital in the nation; and Maine’s aging veteran population is 
geographically dispersed across a vast land area.' 

Maine presently has the distinction of being the oldest state in the nation with a 
median age of 40.6 years old.^ When you look at the age of Maine’s veterans you will 
find that 61% or 90,017 veterans are aged 55 and older. ^ These are the veterans that are 
most likely to need and use the VA health care system. Access for Maine’s elderly 
veterans is of extreme importance. 

In testimony to the CARES Commission on access to VA healthcare in Maine Mr. 
Roland Lapointe stated, “The CARES market plan (Far North Market) developed in VISN 
I recognized Maine 's unique geographic characteristics, limited transportation 
infrastructure and rural nature. " The resulting CARES Commission Report made 
several points about access to VA health care in Maine (Far North Market) that are 
relevant to this hearing. 

“In the Far North and North Markets, less than 60 percent of enrolled veterans are 
currently within the VA 's access standards for hospital care. The CARES standard is 60 
minutes for urban areas; 90 minutes in rural areas; and 120 minutes in highly rural 
areas. Inpatient medicine workload is projected to increase. . . The Far North Market has 
the largest projected increase, with 209 percent over baseline by FY 2012.” * 

“. . .the Far North Market is currently below the standard for access to primary 
care. Currently only 59 percent of the veterans residing in this largely rural area are 
within the CARES guidelines set for access to primary care services. The CARES 
definition for “Acccii to Primary Care” is “70% of veterans in urban and rural 
communities must be within 30 minutes of primary care; for highly rural areas, this 
requirement is within 60 miles. 

“The VISN had proposed five new CBOCs, (Community Based Outpatient Clinics) 
all in the Far North Market. These new CBOCs would be located across Maine in order 
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to improve access to care and thus address current deficiencies in access in this market... 
These CBOCs are also crucial to the VISN’s plan to expand inpatient capacity at Togus, 
by reclaiming old inpatient space that has been converted to outpatient services. ” ’’ 

Rural access to VA healthcare in Maine will greatly improve if and when the CARES 
Plan is fully implemented. Even if fully implemented in Maine today, we will still face 
challenges as the CARES Plan only addresses 70% of the veteran population which 
means that 30% or 44,578 veterarjs (2005 numbers) will still be out side of the CARES 
standard for healthcare access. Former State Representative Roger Landry will be 
testifying toady on a proposal for a pilot program that can help these veterans who are 
outside the CARES standard for access to healthcare. 

The following table shows the aging of Maine’s veteran population over the next 25 
years. As you can see we will continue to have the majority of our veteran population 
over age 55 for many years to come. 


Year 

Veteran Population * 

Veterans > 55 

% of Veteran Population 

2005 

148,593 

90,017 

61% 

2010 

138,491 

85,674 

62% 

2015 

127,004 

80,402 

63% 

2020 

116,441 

74,649 

64% 

2025 

107,173 

67,578 

63% 

2030 

98,949 

59,306 

60% 


* Based on projections from VA Demographics Program VetPop2001 

This aging veteran population coupled with Maine’s rural geography presents 
problems to elderly veterans trying to access VA healthcare especially in Maine’s severe 
winter months. As noted by Mr. Lapointe in his testimony Maine has a limited 
transportation infrastructure and this compounds the access issue. The majority of 
elderly veterans live in rural areas while the younger veterans live in the urban areas. 

Senator Susan Collins has introduced legislation to improve transportation 
opportunities for veterans who have a hard time getting to VA healthcare. S.lOO: Is a bill 
to expand access to affordable health care and to strengthen the health care safety net and 
make health care services more available in rural and underserved areas. This bill is 
designed to assist veterans with transportation to VA healthcare facilities. 

The Veterans Administration at Togus does a remarkable job of taking care of 
Maine’s veterans with their limited resources. The recent influx of new veterans from 
Iraq and Afghanistan are being serviced well by Togus but this does have an impact on 
how they can take care of the older veterans that we are identifying and enrolling in the 
VA healthcare system. VA staffing is based on system user numbers that are two years 
old. This means they are always behind when it come to having adequate staff to provide 
healthcare to our veterans. In Maine we will see an increasing number of our aging 
veterans enrolling and seeking assistance from the VA. 
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In short, to improve rural access for veterans to VA healthcare in Maine, 
implement CARES in Maine and implement it sooner than later. 


* Testimony to CARES Commission by Roland M. Lapointe, August 25, 2003. 

^ Churchill, Chris. Maine: The gray state, Maine now has highest median age in the U.S., Kennebec 
Journal March 1 1, 2005. Page A-1. 

^ Numbers were taken from the Veterans Administration’s Demographics Program VetPop2001 for the 
year ending September 2005 

^ CARES Commission Report, Chapter 5 VISN Recommendations, Page 5-15 
^ CARES Commission Report, Chapter 5 VISN Recommendations, Page 5-18 
^ CARES Commission Report, Appendix A, Glossary of Acronyms and Definitions, Page A-3. 

^ CARES Commission Report, Chapter 5 VISN Recommendations, Page 5-18, 19 
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DEPARTMENT OF VETERANS AFFAIRS 
Togus Medical Center 
1 VA Center 
Augusta, ME 04330 




July 1.2005 


In Reply Refer to: 402/BSL4P 


Dear Veteran; 

Thank you for your interest in the services the Department of Veterans Affairs (VA) can provide. Enclosed you w(! find; 
. VA HEALTH CARE OVERVIEW booklet 

• VA Form 1 0-1 0 EZ APPLICATION FOR HEALTH BENEFITS 

• Self-addressed return envelope 

It is important to understand that VA is a ownprehensive system of healthcare, with a staff of highly qualified doctors 
and other health professionals. It is not a prescription medication plan. VA does not fill prescriptions written by non-VA 
physicians. 


You will find an additional form on the reverse of this sheet. Please complete the required information and return it w'th 
your application. To assist you in completing this process and to prevent your application being returned for more 
information, the following directions are given; 

10-10EZ Application for Health Benefits 

Answer all fields without leaving anything blank 
v' Do not use N/A. If None or *0' state as such 

v' Next of Kin must bo spouse if married; otherwise a blood relative (please state relationship). If no blood 
relation, slate ‘None’. Emergency Contact and Designee may be anyone you choose. 

/ Provide income and asset Information as requested. VA is currently not enrolling veterans who decline to 
provide financial information unless other special eligibility factors exist, such as a VA rated service-connected 
disability, former POW, recent Combat Vet, Purple Heart Recipient, etc. 

Discharge Papers (Form DD-214i 

Must show DATE OF ENTRY into active ser^4ce (other than Active Duty Training) 
v' Must show DATE OF DISCHARGE from active service 

v' Must show CHARACTER OF DISCHARGE (I.e. HonoraWe, General, Medical, etc) 

Return ONLY the foHowIno items In the self-addressed envelope provided: 

/■ Completed VA Form 10-10EZ Application for Heal^ Benefits 

✓ Co p y of Discharge Papers (Originals may not be returned to you) 

Copy of Health Insurance Cards, including Medicare (provide copy of front and back of cards) 

^ Complete and return the Information on the reverse of this paper 


Additional information may be obtained at VA's web site at www.va.gov . Click the ‘Health’ section which appears on 
the home page. You may also complete the 10-10 EZ on line, using the above web address. 


If you have any questions, please contact our Patient Services Assistants at (207) 623-641 1 , extension 5688 within the 


Augusta 


toil free a 



•4;8263, extension 5688 from 8:30 a.m. to 4:00 p.m. Monday through Friday. 


BRUCE C, DOW. M.B.A. 
PATIENT SERVICES MANAGER 


A Member of VA New England Healthcare System 


VA HEALTH.CARE 

overview 
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This guide is designed to provide 
veterans and their families with the 
infoimation they will need to 
understand VA’s health care 
system— its enrollment process 
including enrollment priority groups, 
required copayments, If applicable, 
and what services are covered. In 
addition to a narrative description, 
we have also added frequently 
asked questions to each segment. 

If we have not addressed your 
specific questions, additional help 
is available at the following 
sources. 

> your local VA health care 
facility’s Enrollment Office 

> the eligibility page on our 
web site 

www.va.gov/eiig 

> Veterans Health Benefits 
Service Center 


1-877-222.VETS (8387) 



O ver time, VA health care has changed significantly. In 
recent years, legislative changes have dramatically 
enhanced veterans’ health care benefits as well as access to 
those benefits. Today’s veterans have a comprehensive benefits 
package which VA administers through an annual patient enroll- 
ment system. The enrollment system is based on priority groups to 
ensure that health care benefits are readily available to all eligible 
veterans (see Enrollment Priority Groups on page 6). 


Complementing the expansion of benefits and improved access is 
our ongoing commitment to providing the very best in quality 
service. Our goal is to ensure that our patients receive the finest 
quality of care regardless of the treatment program, regardless of 
the location. In addition to our ongoing quality assurance activities, 
we’ve made it easier for veterans to get the health care they need. 
More than 350 locations of care have been recently added to the VA 
health care system — bringing the total number of treatment sites to 
over 1,200 nationwide. 

As explained further in this guide, most veterans must be enrolled 
to receive VA health care. While some veterans are not required to 
enroll due to their special eligibility status, all veterans — including 
those who have special eligibility — are encouraged to apply for 
enrollment. Enrollment helps us to determine the number of poten- 
tial veterans who may seek VA health care services and, thus, is a 
very important part of our planning efforts. 

Enrollment in the VA health care system provides veterans with 
the assurance that comprehensive health care services will be available 
when and where they are needed during that enrollment period. In 
addition to the assurance that services will be available, enrolled 
veterans will appreciate not having to repeat the application pro- 
cess — regardless of where they seek their care or how often. 

Veterans Choose the VA Facility 

As part of the enrollment process, a veteran may select any VA 
health care facility to serve as his/her primary treatment facility. 

Benefits on the Go 

V A enrollment also allows health care benefits to become completely 
portable throughout the entire VA system. Enrolled veterans who 
are traveling or who spend time away from their primary treatment 
facility may obtain care at any VA health care facility across the 
country. 
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Do I have to enroll to receive VA health care? 
WKiJe moti: vetu-abs ifuis; be <»irotted to 
receive V A KeattK cate, some veterans arc 
exempt from the enrollment requireroenr due 
: to meeting special eligibility cnteria, If you fall 
into one of the following-categories, you are not 
required to enroll ^ 

v; •: if you areseekmg care for a VA-rated s i t, 
service-connected condition only 

• if VA has rated you with a service-connected 

disability of 50% or more ' 

• if less than one year has passed smee you 

. were discharged for a disability that the" • i 
military determined was incurred orvaggra- x 
vated in the line of duty, but that VA has 
not yet rated : : 

Why does 144 encourage enrollment from those 
veterans who Congress specifically exempted 
from the process? 

The reason we ericourage all potential VA 
• health care patients to enroll is fdr plannihg’^;ftf i: 
, and budgeting purposes. Enrollment nui^beri^ ; 
help to identify the potential demand fbr VA ;;:: 
. services. By including all potential patients in ; 
the enrollment count, including thds^ who are; 

V exempt, we are in a much better positiph, to 
;; identify- necessary funding levels t6 lCd^grps|l|:^> 

What If the demand for VA services exceeds Its 
'budget? 

When the demand for services exceeds Ouf : ; 

ability to provide quality and timely health ; 
care, decisions will be made to ensure that the 
level of services for enrolled veterans is riot 
compromised. Those decisions rnay include 
suspending enrollment of veterans in lower 
priority groups or, in more drastic times, 
removing {_disenrolling) lower priority group 
veterans from our enrollment system. 

/ already receive VA care, but / don’t remember 
enroliing. How can I verify my enrollment? 

If you are uncertain of your enrollment status, 
check with the Enrollment Coordinator at your 
local VA health care facility. 
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VA HEALTU CARE ^ 

enrolTment 


Veterans can apply for VA health care enrollment by completing VA Form lo-ioEZ, 
APPLICA TION FOR HEALTH BENEFITS. The application form can be obtained 
by visiting, calling, or writing any VA health care facility or veterans’ benefits 
office. Forms can also be requested toll-free from VA’s Health Benefits Service 
Center at i-Sjy-aza-VETS (8387) or accessed from our web site at www.va.gov/ 
ioioez.htm. Completed applications must be signed and dated and may be submitted 
in person or by mail to any VA health care facility. 

If you apply in person at a VA health care facility, VA staff will assign you to an 
initial enrollment priority group as shown on page 6. After your application is pro- 
cessed at the VA Health Eligibility Center in Atlanta, you will receive a notice 
confirming your enrollment status. 


Financial Assessment (Means Testing) 

While many veterans qualify for enrollment and cost-free health care services based 
on a compensable service-connected condition or other qualifying factor, most 
veterans will be asked to complete a financial assessment as part of their enrollment 
application process. Otherwise known as the Means Testy this financial information 


NEW GEOGRAPHICALLY-BASED 
MEANS TESTING 

Recognizing that the cost of living can vary 
significantly from one geographic area to 
another, Congress added income thresholds 
based upon geographic locations to the 
existing VA national income thresholds for 
financial assessment purposes. This change, 
which became effective October 1, 2002, 
assists lower-income veterans who live in 
high-cost areas by reducing their required 
inpatient copayments. 

Please note that the new geographically- 
based copayment reductions apply ONLY to 
INPATIENT SERVICES — outpatient services, 
long-term care, as well as medication 
copayments are NOT affected by this change. 


will be used to determine the 
applicant’s enrollment priority group 
(see Enrollment Priority Groups on 
page 6) and whether he/ she is eligible 
for cost-free VA health care. Higher- 
income veterans may be required to 
share in the expense of their care by 
making copayments (see Copayment 
Recjuirements on pages 8 and 9). 

Veterans who choose not to complete 
the financial assessment must agree 
to pay the required copayments as a 
condition of their eligibility. 
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Health Insurance 
Coverage? 

Since VA health care depends primarily on annual 
Congressional appropriations, VA encourages veterans 
to retain any health care coverage they may already 
have — especially those in the lower enrollment priority 
groups as further described on the next page. Veterans 
with private health insurance or with federally funded 
coverage through the Department of Defense 
(TRICARE), Medicare, or Medicaid, may choose to 
use these sources of coverage as a supplement to their 
VA benefits. 

CAUTION! Before cancelling insurance coverage, 
enrolled veterans should carefully consider the risks. 

▼ There is no guarantee that in subsequent years 
Congress will appropriate sufficient funds for VA 
to provide care for all enrollment priority groups. 

▼ Non-veteran spouses and other family members 
generally do not qualify for VA health care. 

▼ If participation in Medicare Part B is cancelled, it 
cannot be reinstated until January of the next year 
and there may be a penalty for the reinstatement. 

Reporting Health Insurance Information 

By law, VA is obligated to bill health insurance carriers 
for services provided to treat nonservice-connected 
conditions. To ensure that current insurance information 
is on file — including coverage through employment or 
through a spouse — our staff will ask about the veteran’s 
health insurance coverage during each patient visit. 
Since collections received from insurance companies 
help supplement the funding available for providing 
services to veterans, patients are asked to cooperate by 
disclosing all relevant health insurance information. 

Insurance Collections 

Since the start of insurance collections in 1986, veterans’ 
health care services have been supplemented by over 
$7.7 billion — allowing us to provide services to numer- 
ous additional veterans. 
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Must / reapply in subsequent years and will f 
receive an enrollment confirmation? 

Your enrollment will be reviewed annually: 
without any action nccessary on your part.: 
iDependmg on your priority group and the 
. availability of funds for VA to offer you : ri;; 
- services, your, enrollment will be renewed, ■ 
-'Should there be any change to your enrolh;: 
. ment status-, you will be notified in writing. 

If enrolled, must I use the VA as my exclusive 
health care provider? 

■ If you have health insurance, you may elect 
to use those benefits in seeking services 
from non-VA providers as a supplement to 
your VA care. Please be aware, however, 
VA is NOT an insurance plan and that our 
authority to pay for services from non-VA 
. .providers is extremely limited (see page ii). 

What income is counted under the Means 
Test and is family size considered? 

■: Your income is based on your previous year’s 
: earnings as well as those of your spouse, . 
and dependent children. If there has. been a 
significant change in earned income froth , . 
the previous year, proJccUd income rhay be 
used on a case-by-case basis. The ntiiribei: 
of persons in your family will be fafctqred ( . 
into the chculation Co determine the dppUt( 
cable income threshold— 'both the VA '' 
national income threshold and the income 
threshold for your geographic region. 

For those veterans who have more than one 
residence, which address is used for means 
testing under the new geographically-based 
income thresholds? 

The address used to determine your geo- 
graphically-based income threshold is your 
permanent address. Typically, it is the loca- 
tion in which you declare residency for 
voting and tax purposes. 

How frequently are the thresholds updated? 

Income thresholds, used for the national 
Means Test as well as for geographic adjust- 
ments for high cost-of-living areas, are 
updated annually. 
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VA HEALTH CARE 

enrollmenl priority groups 


Upon receipt of a completed application (must include signature and date), the 
veteran’s eligibility will be verified. Based on his/her specific eligibility status, he/ 
she will be assigned to one of the following priority groups. The groups range from 
I through 8 with Priority Group i being the highest priority and Priority Group 8 
the lowest. 



Priority Group 1 

• Veterans with service-connected disabilities rated 50% or 
more disabling 

Priority Group 2 

• Veterans with service-connected disabilities rated 30% or 
40% disabling 

Priority Group 3 

• Veterans who are former POWs 

• Veterans awarded the Purjrfe Heart 

• Veterans whose discharge was for a disability that was 
incurred or aggravated in the line of duty 

• Veterans with service^^nnected disabilities rated 10% or 
20% disabling 

• Veterans awarded special eligibility classification under 
Title 38, U.S.C,, Section 1151, “benefits for individuals 
disabled by treatment or vocational rehabilitation" 


Priority Group 4 

• Veterans who are receiving aid and attendance or 
housebound benefits 

• Veterans who have been determined by VA to be catastrophi- 
cally disabled 

Priority Group 5 

• Nonservice-connected veterans and noncompensable 
service-connected veterans rated 0% disabled whose annual 
income and net wortii are below the established VA Means 
Test thresholds 

• Veterans receiving VA pension benefits 

• Veterans eligible for Medicaid benefits 


Priority Group 6 

' Compensable 0% service-connected veterans 

• World War I veterans 

• Mexican Border War veterans 

• Veterans seeking care solely for disorders associated with; 
exposure to herbicides while saving in Vietnam; or 


► exposure to ionizing radiatirxi during atmospheric testing 
or during toe occupation of Hiroshima and Nagasaki; or 

► for disorders associated with service in the Gulf War; or 

^ for any illness associated wito ser\nce in combat in a war 
after the Gulf War or during a periol of hostility after 
November 11, 1998 

Priority Group 7 

Veterans who agree to pay specified copa^ents with income 
and/or net worth ABOVE the VA Means Test toreshold and 
income BELOW the geographically-based toreshold for their 
locality 

• Subpriority a: Noncompensable 0% service-connected 
veterans who were enrolled in the VA health care system on 
a specified date and wtoo have remained enrolled since that 
date 

• Subpriority c: Nonservice-connecled veterans who were 
enrolled in the VA health care system on a specified date and 
who have remained enrolled since that date 

• Subpiioiity e; Noncompensable 0% service-connected 
veterans not included in Subpriority a above 

• Subprioiity g: Nonservice-connected veterans not included in 
Subpriority c above 

Priority Group 8 

Veterans who agree to pay specified copaymients with income 
and/or net worth ABOVE the VA Means Test threshold and 
income ABOVE toe geographically-based threshold for their 
locality 

• Subpriority a: Noncompensable 0% service-connected 
veterans enrolled as of January 16, 2003 and who have 
remained enrolled since that date 

• Subpiiorily c: Nonservice-connected veterans enrolled as of 
January 16, 2003 and who have remained enrolled since 
toat date 

• Subprioiity e: Noncompensable 0% service-connected 
veterans applying for enrollment after January 16, 2003 

• Subpriority g; Nonservice-connected veterans applying for 
enrollment after January 16, 2003 
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RACts 

How has the application of the new geographicaily-based income thresholds changed the financial 
assessment process and the enrollment priority groups? 

While the financial assessment procedures have not been changed, application of the geographi- 
cally-based income thresholds has resulted in a division of the original Priority Group 7 into 
two separate priority groups. The redefined Priority Group 7 is now limited to nonservlce- 
connected veterans and noncompensable 0% service-connected veterans whose combined 
income and net worth exceed VA’s annually established national means test threshold BUT 
whose income is below the geographically-adjusted threshold. The new Priority Group 8 
includes all other nonservice-connected veterans and noncompensable 0% service-connected 
veterans whose income and net worth exceed VA’s national means threshold AND whose 
income exceeds the threshold for their geographic location. In addition. Priority Group 8 also 
includes veterans who have declined to provide financial information and who, as a condition 
of their eligibility, have agreed to make required copayments. 

Prior to the change in priority groups, I was in Priority Group 7. When will I learn of my new priority 
group assignment? 

Beginning in June 2003, veterans who are currently receiving care will receive a notice from 
the Health Eligibility Center in Atlanta confirming their enrollment and to which enrollment 
priority group they have been assigned. If you have questions concerning your enrollment 
priority, contact the Enrollment Coordinator at your primary VA treatment facility. 

What is a VA service-connected rating and how do I establish one? 

A service-connected rating is an official ruling by VA that your illness/condition is directly 
related to your active military service. Service-connected ratings are established by VA Regional, 
Offices located throughout the country. In addition to compensation and pension ratings, VA 
Regional Offices are also responsible for administering educational benefits, vocational reha- 
bilitation, and other benefit programs including home loans. To obtain more information or to 
apply for any of these benefits, contact your nearest VA Regional Office at 1-800-827-1000 or 
visit us online at www.va.gov. 

mio does the VA consider to be “catastrophically” disabled? 

To be considered catastrophically disabled, you must have a severely disabling injury, disorder, 
or disease which permanently compromises your ability to carry out the activities of daily 
living. The disability must be of such a degree that you require personal or mechanical assistance 
to leave home or bed, or require constant supervision to avoid physical harm to yourself or 
others. To request an evaluation, contact the Enrollment Coordinator at your local VA health 
care facility. If it is determined that you are catastrophically disabled, your priority will be 
upgraded to Priority Group 4. If, however, you were previously required to make copayments, 
that requirement will continue until your financial situation qualifies you for cost-free services. 

Priority Groups 7 and 8 both have subpriority groups— a, c, e, and g. Are there subpriority groups b, 
d, and f? 

Although the subpriority group designations (a, c, e, and g) are in descending order based on 
highest priority to lowest, they deliberately were not put in consecutive order. Since these 
designations are used exclusively for internal tracking purposes, we reserved b, d, and f for 
future use in the event of additional changes to the priority groups. 
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VA HEALTH CARE . 

copayment requirements 

While many veterans qualify for cost-free health care services based on a compensable service- 
connected condition or other qualifying factor, most veterans are required to complete an annual 
financial assessment or Means Test to determine their priority for enrollment and eligibility for 
cost-free services. Veterans whose household income and net worth exceed the established Means 
Test threshold as well as those who choose not to complete the financial assessment, must agree to 
pay required copayments to become eligible for VA health care services. Along with their enroll- 
ment confirmation and priority group assignment, enrollees will receive additional information 
about current copayment rates. 



Types of Copayments 

Outpatient Copay ments*— a single copayment rate based on the highest of two levels of services on any 
individual day. 

> Basic Care Services— services provided by a primary care clinidan (basic charge) 

> Specialty Care Servi<»s— services provided by a clinical specialist sudi as surgeon, radioiogist, audiologist, 
optometrist, cardiologist, and specialty tests such as magnetic resonance imagery (MRI), computerized axial 
tomography (CAT) scan, and nuclear medidne studies (spedalty charge) 

‘There is no copayment requirement for preventive care services sudi as screenings and immunizations. 

Inpationt Copayments— in addition to a standard copayment charge for each 90 days of care within a 365-day 
period regardless of the level of service (such as intensive care, su^ical care, or general medical care), a per diem charge 
will be assessed for each day of hospitalization. Based on the new geographic means testing, lower income veterans who 
live in high-cost areas may qualify for reduced inpatient copayment charges. 

Medlcstion Copayments*— applicable to each medication prescription (including each 30-day supply of 
maintenance medications) dispensed on an outpatient basis. 

‘Includes an annual cap for some enrollment priority groups. 


Long-Term Care Copayments*— based on three levels of care (see Long-fern? Care Benefits on page 
12 for definitions), 

> Nursing Home Care/lnpatient Respite Care/Geriatric Evaluation 

> Adult Day Health Care/Outpatient Geriatric Evaluation/Ou4)atient Respite Care 

> Domiciliary Care 

‘Copayments for Long-Term Care services start on the 22nd day of care during any 1 2-month period— there is no 
copayment requirement for ti?e first 21 days. Actual copayment charges will vary from veteran to veteran depending 
upon financial information submitted on VA Form 10-1(EC. 
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ANNUAL CHANGES TO 
COPAYMENT RATES 

Because of the annual changes to 
copayment rates—including the annual 
cap on medication copayments— they 
are published separately. Current year 
rates can be obtained at any VA health 
care facility. 


KAQs 


Who it applies to: 


Most nonservice-connected veterans and 
noncompensable 0% service-connected 
veterans whose household income and net 
worth exceed the established Means Test 
or Geographic Means Test income thresh- 
olds with the following exceptions. 

• veterans described in the Common 
Exceptions block 

• veterans in receipt of VA pension benefits 

• veterans who are eligible for Medicaid 
benefits 


Most veterans with the following exceptions, 

• veterans described in the Common 
Exceptions block 

• veterans with a service-connected rating 
of 50% or greater 

• veterans receiving VA pension benefits or 
whose income does not exceed the 
maximum VA annual rate of pension 


Most veterans with the following exceptions. 

• veterans desaibed in the Common 
Exceptions block 

• veterans with a compensable service- 
connected condition 

• veterans whose income does not exceed 
the VA pension rate payable to a single 
veteran 


g.<»^COMMON 

EXCEPTIONS 

• veterans requiring 
services/medications for 
treatment of a service- 
connected condition 

• veterans requiring 
services/medications for 
disorders related to 
exposure to herbicides 
in Vietnam, ionizing 
radiation, or environ- 
mental contaminants 
during Gulf War service 

• combat veterans 
discharged after 11/11/98 
who require services/ 
medications within two 
years of discharge for 
conditions related to 
military service 

• veterans requiring 
services/medications for 
conditions related to 
sexual trauma experi- 
enced while in the 
military 

• veterans exposed to 
nose or throat radium 
treatments while in the 
military who require 
services/medications for 
head or neck cancer 


lama recently discharged combat veteran. 
Must I pay VA copayments? 

If the services are provided for the treatment 

■ of i CoiicRtioti- that may be related to y bur iV'y ’ 

■ military service, you will not be charged any 
Eopaymentsr; This benefit is limired to a two-ru 
year period^ following miUtary dischargei- Yon 
wilt, however j,. be subject to raeans^ testing 
(and Gopayniehts, if applicabie)Tqf care of ■ 
any condition clearly not related to your - t ^ 
militafy! service such, as a broken limb or a 
problem that existed prior to entering setvice.- 

How many copayment charges may be as- 
sessed during a single day'’ 

Gerierally you will he charged only: One 
copayment on a single day, whether it be an 
inpatient, outpatient, or long-term care 
copayment, based on the highest level of 
service provided on that day. Medication 
copayments, which are applicable only to 
outpatients, vary depending upon .the number 
of prescriptions filled. If you are an outpatient 
who has both a specialty care visit, as well as a 
basic care visit on the same day, you will be 
charged for the specialty care Visit since it is • 
the more expensive level of care. Inpatient ' 
copayments are based on both a standard 
charge for each 90 days of care within'a 365-day 
period as well as a per diem (daily) charge. 
Since long-term care copayments can apply 
for inpatient or outpatient-type services, the 
copayments vary based upon the service 
provided and your ability to pay. 

Who qualifies for the annual cap on medication 
copayments? 

The annual cap on medication copayments 
applies to Priority Groups 2 through 6 (Priority 
Group I is exempt from ALL copayments). 
Because of their higher financial status, veterans 
in Priority Groups 7 and 8 do NOT qualify 
for the medication copayment annual cap. For 
those who qualify, once the annual limit is 
reached, all subsequent prescriptions filled 
during the calendar year will be free of the 
copayment requirement. 
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VA HEALTH CARE 

covered services 


Acute Care Benefits 

Standard Benefits 

The following acute care services are available to all enrolled veterans. 

Preventive Care Services 

• Immunizations 

• Physical Examinations (including eye and hearing examinations) 

• Health Care Assessments 

• Screening Tests 

• Health Education Programs 

Ambulatory (Outpatient) Diagnostic and Treatment Services 

• Medical 

• Surgical (including reconstructive/ plastic surgery as a result 
of disease or trauma) 

• Mental Health 

• Substance Abuse 

Hospital (inpatient) Diagnostic and Treatment Services 

• Medical 

• Surgical (including reconstructive/ plastic surgery as a result 
of disease or trauma) 

• Mental Health 

• Substance Abuse 

Prescription Drugs (when prescribed by a VA physician) 



General Exclusions (partial listing) 

Abortions and abortion counseling 

Contraceptives not requiring physician’s prescriptions such as condoms, spermicidal foar : and jffi 
Cosmetic surgery except where determined by VA to be medically necessary for reconstructive' olf 
psychiatric care 

Drugs, biologicals, and medical devices not approved by the U.S. Food and Drug Administration 
Gender alteration 

Health club or spa membership, even for rehabilitation 

Infertility services, such as artificial insemination, in vitro fertilization, or embryo transfer, unless rt 
a service-connected condition 

Reproductive sterilization/reversal of sterilization (except when determined to be medically nece^ 
Services not ordered and provided by licensed/accrediled professional staff 
Special private duty nursing 
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KAQs 


Hearing aids and eyegiasses are listed as “limited” 
benefits. Under what circumstances do I qualify? 

To qualify for hearing aids and eyeglasses you must 
have a VA servic^cortnected disability fating of io% or 
more. Youmay also qualify if you are a former 
prisoner of War or are receiving, increased pension 
based onyOunfieed for regular aid and attendance or 
being pertrianentiy housebound. 

Am I eligible for dental care? 

You are eligible for dental services if your care is for a 
service-connected condition or if you have a service- 
conriected fating ofibo percent. You may also qualify 
if you are a former prisoner of war, a participant in a 
VA vocational rehabilitation program, or if your 
dental condition is aggravating a medical problem 
under VA treatment. In addition, you may also qualify 
for one-time dental treatment if you have been recently 
discharged from military service, had a documented 
dental condition while in service, and your discharge 
certificate does not include certification that all 
appropriate treatment had been rendered prior to 
being released. 

Am I limited to a specific number of inpatient days or 
outpatient visits during a given period of time? 

For acute care services (inpatient days of care and 
outpatient visits) there are no limits. 

Do 1 qualify for routine health care at non-VA facilities at 
VA expense? 

To qualify for routine non-VA care at VA expense 
(otherwise known as fee'basis care), you must first be 
given specific authorization. Included among the 
factors in determining whether such care will be 
authorized is your medical condition and availability of 
VA services within your geographic area. 

Am I eligible for emergency care at non-VA facilities? 
You are eligible if the non-VA emergency care is for a 
service-connected condition or, if enrolled, you have 
been provided care by a VA clinician or provider 
within the past 24 months and have no other coverage 
or ability to pay for the services. Also, it must be 
determined that VA health care facilities were not 
feasibly available, that a delay in medical attention 


would have endangered y bur life of health, arid tha 
you are personally liable for the ebst of the services 

Is VA approval needed before I obtain non-VA emer- 
^hey services? 

While approval is: not required, notification to the 

near^t VA health care fkciUfy must be made 
48 hours if hospitalization is required. Since VA : 
payment is limited up to the point your condition i 
stable for transportation to a VA facility,: transfer ? . . 
arrangements should be made as soon as possible; ■ 

Does the VA offer compensation for travel expenses t 
and from a VA facility? 

If you meet specific criteria (see next questibh)vfyoi 
are eligible for travel benefits. In most cascsftrav.el 
benefits are subject to a deductible. Exceptions to . 
the deductible requirement are: i) travel for a com- 
pensation and pension examination; and 2) travel b’ 
an ambulance or a specially equipped vah. Because 
travel benefits are subject to annual mileage fate ;and 
deductible changes, we publish a Separate docufriehl 
each year. You can obtain a copy at ariy .yi(^ health 
care facility. 

Do I qualify for travel benefits? 

You may qualify for beneficiary travel pai^ments if 
you fall into one of the following categones;, , 

• you have a service-coitoected fatifig 
or rnore 

• you are traveling for treatment of a servici^" ' ' ; : 
connected condition 

• you receive a VA pension 

• you are traveling for a scheduled compensation 
or pension examination 

• your household income does not exceed the 
maximum annual VA pension rate 

• your medical condition requires an ambulance o 
a specially equipped van, you are unable to 
defray the cost, and the travel is pre-authorized 
(authorization is not required for emergencies if 
a delay would endanger your life or health) 
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VA HEALTH CARE 

covered services 

Long-Term Care Benefits 

Standard Benefits 

The following long-term care services are available to all ertrolled veterans. 

Geriatric Evaluation 

Geriatric evaluation is the comprehertsive assessment of a veteran’s ability to care for him/ 
herself, his/her physical health, and social environment, which leads to a plan of care. The 
plan could include treatment, rehabilitation, health promotion, and social services. These 
evaluations are performed by inpatient Geriatric Evaluation and Management (GEM) 
Units, GEM clinics, geriatric primary care clinics, and other outpatient settings. 


Adult Day Health Care 

The adult day health care (ADHC) program is a therapeutic day care program, providing 
medical and rehabilitation services to disabled veterans in a group setting. 

Respite Care 

Respite care provides supportive care to veterans on a short-term basis to give the 
caregiver a planned period of relief from the physical and emotional demands associated 
with providing care. Respite care can be provided in the home or other noninstitutional 
settings. 

Home Care 

Skilled home care is provided by VA and contract agencies to veterans who are 
homebound with chronic diseases and includes nursing, physical/occupational therapy, 
and social services. 

Hospice/Palliative Care 

Hospice/palUative care programs offer pain management, symptom control, and other 
medical services to terminally ill veterans or veterans in the late stages of the chronic 
disease process. Services also include respite care as well as bereavement counseling to 
family members. 



Financial Assessment for Long-Term Care Services 

For veterans who are not automatically exempt from making copayments for long-term care services {see 
Copayment Requirements on page 8), a separate financial assessment (VA Form 10-1 DEC, APPLICATION FOR 
EXTENDED CARE SERVICES) must be completed to determine whether they qualify for cost-free services or to 
what extent they are required to make copayments. For those veterans who do not qualify for cost-free services, the 
financial assessment is used to determine the amount of the copayment requirement. Unlike copayments for other 
VA health care services which are based on fixed charges for all, !ong-temi care copayment charges are individu- 
ally-adjusted based on each veteran’s financial status. 


Limited Benefits 

Nursing Home Care 

While some veterans qualify for indefi- 
nite nursing home care services, other 
veterans may qualify only for short-term 
services. Among those who automatically 
qualify for indefinite nursing home care 
are veterans whose service-connected 
condition is clinically determined to 
require nursing home care and veterans 
with a service-connected rating of 70% 
or more. Other veterans— with priority 
given to those with service-connected 
conditions— may be provided short-term 
nursing home care if space and 
resources are available. 

Domiciliary Care 

Domiciliary care provides rehabilitative 
and long-term, health maintenance care 
for veterans who require some medical 
care, but who do not require all the 
services provided in nursing homes. 
Domiciliary care emphasizes rehabilita- 
tion and return to the community. VA may 
provide domiciliary care to veterans 
whose annual income does not exceed 
the maximum annual rate of VA pension 
or to veterans who have no adequate 
means of support. 
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1 0 lready provided Hnanclaf mfoiwation on my 
Mttal VA i$ H ne(»s^ to complete 

a seperade financial assessmont for long-term 
care? 

: Unlike; the information colrlccte4iFrom the Means 
Test which IS based on youi* previous year’s 
income) the lo^^idEC ts.des>gned to assess youf 
ci/rre/3£ financial status, including current ex- 
penses. This m-depth analysis provides the 
necessary monthly inconfM^cxpense information 
to determine whether you qualify for cost-free 
cite or a Sigtuficant reduction from the maxi- 
mum copayment charge 


K* 


m ■ M ’ 


w i 

fcli- 
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Once I submit a completed VA Form 10-10EC, who 
notifies me of my long-term care copayment 
requirements? 

The social worker or case manager involved in 
. your long-term care placement will provide you 
with an annual projection of your monthly 
. copayment charges. 

Assuming I qualify for nursing home care, how is it 
determined whether the care will be provided in a 
' VA facility or a private nursing home at VA expense? 

Generally, if you qualify for indefinite nursing 
. home care, that care will be furnished m a VA 
facility. .Gare may be provided in a private 
»'5Tacility under VA contract when there is compel- 
ling medical or social need. If you do. not qualify 
■' for indefinite cate, you may be placed, in a com- 
s,;> muni£y.^nursing:home‘-rgenera!ly not to exceed 
iV Six months--rfoUowing: an episode of VA cate. 

^ The purpose of this short-term placement is to 
provide assistance to you and your, family while 
alternative, long-terrn arrangements are 
explored. 

For veterans who do not qualify for indefinite 
nursing home care at VA expense, what assistance 
is available for making alternative arrangements? 
When the need for nursing home care extends 
beyond the veteran’s eligibility, our social work- 
ers will help family members identify possible 
sources for financial assistance. Our staff will 
review basic Medicare and Medicaid eligibility 
and direct the family to the appropriate sources 
for further assistance, including possible applica- 
lion for additional VA benefit programs. . 
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VA HEA^Ttl CARE 

additions 


VA health care 


Veterans 

In addition to the VA health care system which administers benefits to veterans 
residing within the United States, VA also provides benefits to service-connected 
veterans outside the country. 

VA Foreign Medical Program — a health care benefits program for US 
veterans with VA-rated service-connected conditions who are living or traveling 
abroad. Foreign benefits are administered by three separate offices (as indicated 
below) depending on where the health care services are obtained. 


in Canada 

address 

VAM&RO Center (136FC) 

North Hartland Road 

White River Junction VT 05009-0001 

B-mall 

vavbawrj/ro/vse@vba. va.gov 

tax 

802.296.5174 


in the Philippines 

VA Outpatient Clinic (358/00) 
2201 Roxas Blvd. 

Pasay City 1300 
Republic of the Philippines 

manlopc.inqry@vba.va.gov 

tax 

011-632-838-4566 




all other countries 

address 

Foreign Medicai Program 
PO Box 65021 
Denver CO 80206-9021 

hac.fmp@med.va.gov 

leleptTone 

303.331.7590 


lax 

303.331.7803 


www.va.gov/hac 




resources 
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Dependents & Survivors 


CHAWIPVA-a health care benefits’ program 

for: 

• dependents of veterans who have been fated by 
VA as having a permanent and total disability; 

• survivors of veterans who died from VA-rafed 
service-connected conditions, or who at the; 
time of death, were rated permanently and; 
totally disabled from a VA-raied service- 
connected condition; and 

• survivors of persons who died in the line of 
duty and not due to misconduct and not other- 
wise entitled to benefits under DoD’s 
TRICARE program. 

address 

CHAMPVA 
PO Box 65023 
Denver CO 80206-9023 


Spina Bifida Heaith Care Benefits--.! 

program designed for Vietnam veterans’ birth 
.children diagnosed with spina bifida and vvho are 
in recript of a VA Regional Office award for spina 
bifida benefits. 

address ... 

Spina Bifida Health Care 
PO Box 65025 
Denver CO 80206-9025 

spina.inq @ med.va.gov 

telephone 

888.820.1756 

fax 

303.331.7807 

website 

www.va.gov/hac 




hac.inq @ med.va.gov 


telephone 

800.733.8387 


303.331.7804 


website 

www.va.gov/hac 


Children of Women Vietnam Veter- 
ans Health Care Benefits~a program 

designed for women Viwnam veterans' birth 
children who are determined by a VA Regional 
Office to have orie br rriore covered birth defects. 
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ADDITIONAL REQUIRED INFORMATION 

Veteran’s 

Name Social Security Number _ 


1 ) Veteran's FATHER’S full name (eyen rf deceased) 

2) Veteran’s MOTHER’S full name (even if deceased) _ 

3) If you were In combat, provide the dates and location: 


Date: MM/DOAT to MM/DDAY Locatoo Date; MM/OOAY to MWTXJAY Location 

4) If you served in Vietnam, do you request an Agent Orange Exam? □ YES □ NO 

5) If you served In the Perisan Gulf, do you request a Persian Gulf Exam? Q YES Q NO 

Please check one of the fotlowino: 

□ At this lime I do not need an appointment with a VA Primary Care Provider. (I wish to enroll 

In VA healthcare only. I understand this means tttat I have signed up with VA and I will be eligible to receive 
services from VA in the future.) 

OR 

I I At this time, I request an appointment with a VA Primary Care Provider 
Signature Date 


if you are requesting an appointment with a VA Primary Care Providef. please respond to the following: 

I currently have an outside doctor. □ Yes □ No 

If yes, continue to see your own health care provider until you receive an apointment from VA. 



IF YOU CHECKED THE FIRST BOX AND DO 
NOT NEED AN APPOINTMENT, 

STOP HERE AND RETURN THIS WITH 
YOUR APPLICATION 



Please check the site at which you would like to receive care: 


□ 

Bangor Clinic 

□ 

Calais Qinic 

□ 

Caribou Clinic 

□ 

Rumford Clinic 

□ 

Saco Clinic 

□ 

Womens Clinic (Togus) 

□ 

Togus 




PLEASE RETURN THIS FORM WITH THE 
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Department of Veterans Affairs 

INSTRUCTIONS FOR COMPLETING I 

APPLICATION FOR HEALTH BENEFITS | 

Step 1: Before You Start... 

What is VA Form TO-IOEZ used for? 

• To apply for enrollment in the VA health care system, or for nursing home, domiciliary or dental benefits. 

• To update your personal, insurance, or financial information. 

Where can I get help filling out the form? 

• Contact a National or State Veterans Service Organization. 

• Ask VA to help you fill out the form by calling or visiting a VA health care facility. Before you call or go to the VA health care 
facility, gather the necessary materials identified in Step 2 of the instructions and complete as much of the form as you can. 

How can I contact VA if I have questions? 

• Took in your telephone book blue pages under "United States Government, Veterans" to locate your local VA health care facility. 

• Call VA's Health Benefits Service Center toll-free at 1-877-222-VETS (8387). 

• Access our website at http://ww\v.va.gov and select "Contact the VA." 

• If you desire a health care appointment, contact the Enrollment Coordinator at your local VA health care facility for assistance in 
.scheduling an appointment. 

Definitions of terms used on this form 

• SERVICE-CONNECTED (SC): A veteran with a VA determination that an illness or injury was incurred or aggravated while on 
active duty. 

• COMPENSABLE; A determination by VA that a service-connected disablli^ is severe enough to warrant monetary 
compensation. 

• NONCOMPENSABLE: A determination by VA that a service-connected disability is not severe enough to warrant monetary 
compensation. 

• NONSERVICE-CONNECTED (NSC): A veteran who docs not have a VA determined seivicc-related condition. 

Which sections of VA Form lO-lOEZ should you complete? 

If you are applying for enrollment in the VA health care system, or for nursing home, domiciliary or dental benefits, look at the 
table below to find out which sections of VA Form lO-lOEZ you should complete. The shaded sections should be completed 
only if you answer "Yes" to Section VI agreeing to provide income and asset information to establish eligibility for care. You 
may agree to copayments without providing this detailed financial information. 

if you are... 

Complete the sections marked with an X ... | 


1-IV 

VI 

VII 

Vlli 

IX^ 

X 

XII 

Scrvicc-connected 50% to 100%. 

X 






X 

Service-connected 30-40*%. 

Answer YES in Section VI and complete Sections VU-IX to have your financial 
eligibility for cost-free medications for treatment of your 
nonservice-connected conditions assessed. 

X 

X 



X 

Service-connected 0% (compensable) or scivice-connected 10-20%. 

Answer YES in Section VI and complete Sections VU-IX to have your financial 
eligibility for cost-free medications and beneficiary travel for treatment of 
your nonservice-connecied conditions assessed. 

X 

X 


m 

1 

X 

A Former POW. 

Answer YES in Section VI and complete Sections Vll-lX to have your financial 
eligibility for beneficiary travel assessed. Also, complete Section X if applying 
for long-term care. 

X 

X 

ss 


X 

A veteran discharged from the military due to a disability incurred or 

aggravated in service. Purple Heart Medal recipient or WWI veteran. 

Answer YES in Section VI and complete Sections VII-IX to have your financial 
eligibility for cost-free medications and beneficiary travel assessed. Also, 
complete Section X if applying for long-term care. 

X 

X 

I-:.- 

M 

X 

Receiving nonservice-connected VA Pension, Aid and Attendance or 
Housebound benefits. Answer YES in Section VI and complete Sections 

Vll-X to have your financial eligibility for long-term care assessed 

Unmarried VA Pensioners are excluded from this requirement. 

X 

X 

■ .X :'l'- x 

X 

Scrvice-cunnccted 0% (iioncompcnsable) or nonservice-connecIcd with 
no special elig(bilitic.s listed above. Answer YES in Section VI and complete 
Sections VU-X to have your priority for enrollment and financial eligibili^for 
cost-free medical care, medications. long-term care and beneficiary travel for 
treatment of your nonservice-connected conditions assessed 

X 

X 


X 

Complete only the sections that apply to you and sign and dale the form. 


FORM in-iOFZ 

)V2004 lUl—t. 
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ARE YOU COVERED BY HEALTH INSWIANCE? (ImJuibng eunrage 
through o spouse or another person) f~i 

~ LJ YES LJ NO 


i, NAME OF POLICY HOLDER 


I. POLICY NUMBER 


5 GROUP CODE 


2. HEALTH INSURANCE COMPANY NAME. ADDRESS AND TELEPHONE NIMBER 


E YOU ELIGIBLE FOR MEDICAJD? 


□ 


7. ARE YOU ENROLLED IN MEDICARE HOSPITAL INSURANCE PART A? 


□ 


□ 




a 


8. ARE YOU ENROLLED IN MEDICARE HOSPITAL INSURANCE PART B? 


□ □ 


10 MEDICARE CLAIM NUMBER 


, NAME EXACTLY AS IT APPEARS ON YOUR MEDICARE CfiStO 


ISNeEOFORCAREDUETOACaE*MT?/C:/iec*one; f-| 

LJ 1 

. COMPANY NAME. ADDRESS AND TELEm>l« NUMBER 


Q FULLTIME NOT EMPLOYED 
,/ en.ploredor„a„d. □■'“''TTIME Q REMeo 


Dpte of reiiremenl 
(nm/dd/yyyy) 


K COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 


Q FUU. TIME Q NOT EMPLOYED 

If employed or retired, □ PART TIME □ RETIRED 
complete item 2A 


Date of reilrement 
(ntm/dd/yyyy) 


. LAST BRANCH OF SERVICE 


A. LAST ENTRY DATE 


IB, LAST DISCHARGE DATE 1C. DISCHARGE TYPE 10. MlUTARY SERVICE NUMBER 




2. CHECK YES OR NO 

YES 

NO 


YES 

NO 

A. ARE YOU A PURPLE HEART AWARD RECIPIENT? 

D 

□ 

El ARE YOU RECEIVING DISABILITY RETIREMENT PAY INSTEAD OF 
VA COMPENSATION? 

□ 

□ 

e. ARE YOU A FORMER PRISONER WAR? 

□ 

□ 

F, WERE YOU EXPOSED TO ENVIRONMENTAL CONTAMIN/WTS WHILl 
SERVING IN SW ASIA DURING THE GULF WAR? 

□ 

□ 

C. DO YOU HAVE A VA SERVICE-CONNECTED RATING? 

□ 

□ 

G. WERE YOU EXPOSED TO AGENT ORANGE WHILE SERVING IN 

□ 

□ 

Cl. IF YES, WHAT IS YOUR RATED PERCENTAGE? 

% 



H. WERE YOU EXPOSED TO RADIATION WHILE IN THE MlUTARY? 

□ 

□ 

D. DID YOU SERVE IN COMBAT AFTER 11/1 1/19M? 

□ 

□ 

1 DID YOU RECEIVE NOSE AND THROAT RADIUM TREATMENTS 
WHILE IN THE MILITARY? 

□ 

□ 

E WAS YOUR DISCHARGE FRCMA MILITARY FOR A OISAeiUTY INCURRED 

OR AGGRAVATED IN THE UNE OF DUTY? 

□ 

□ 

J. DO YOU HAVE A SPINAL CORD INJURY? 

□ 

□ 

L S. -a. SEqiCt).VjFA;t:BW3ilKi| 


IB 

T.ANOPSIMCT ACT INFOBMATIDH-'' 

iP 



The Paperwork Reduction Act of 1 995 requires us to notify you that this information collection is in accordance with the 
clearance requirements of section 3507 of the Paperwork Reduction Act of 1 995. We may not conduct or sponsor, and 
you are not required to respond to, a collection of information unless it displays a valid 0MB number. We anticipate that 
the time expended by all individuals who must complete this form will average 45 minutes. This includes the time it will 
take to read instructions, gather the necessary facts and fill out the form. 

Privacy Act Information: VA is asking you to provide the information on this form under 38 U.S.C., sections 1705, 
1710, 1712, and 1722 in order for VA to determine your eligibility for medical benefits. Information you supply may be 
verified through a computer-matching program. VA may disclose the information that you put on the form as permitted 
by law. VA may make a "routine use" disclosure of the information as outlined in the Privacy Act systems of records 
notices and in accordance widi the VHA Notice of Privacy Practices. You do not have to provide the information to VA, 
but if you don’t, VA may be unable to process your request and serve your medical needs. Failure to furnish the 
information will not have any affect on any other benefits to which you may be entitled, if you provide VA your Social 
Security Number, VA will use it to administer your VA benefits. VA may also use this information to identify veterans 
and persons claiming or receiving VA benefits and their records, and for other purposes authorized or required by law. 
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APPLICATION FOR HEALTH BENEFITS, Continued 


-~T 




VETERAN’S NAME (Leal. First. Middle) 


SOCIAL SECURITY NUMBER 


Failure to disclose your previous year’s finatKial mforroation may affect your eligibility for health care benefits. Your financial information is used by 'VA to accurately 
dclemiinc if you should be responsible for copayments for ofiice visits, pharmacy, inpatient, nursing home and long tenn care, and for some veterans, priority for 
enrollment. You are not required to provide this mfixmalion. However, compdeling the financia] disclosure ^lion results in a more accurate determination of your 
eligibility for health care services/benefits. 

[~) NO. 1 DO NOT WISH TO PROVIDE INFORMATION IN SECTIONS VII THROUGH X. I understand that VA is currently not enrolling veterans 
who decline to provide financial information unless other special eligibility factors exist. However, if ! am enrolled, I agree to pay the 
applicable VA copayments. Sign and date the application in Seciion XII. 

□ YES I tWILL PROVIDE SPECIFIC INCOME AND/OR ASSET INFORMATION TO ESTABLISH MY ELIGIBILITY FOR CARE. Complete ail sections 
below that apply to you with last calendar year's information. Sign and date the application Section XII. 




. SPOUSES NAME (LaH!. First. Muldk- Nome) 


2. CHILD’S NAME (Last. First, Middle N. 


oe) 


SPOUSE'S MAIDEN NAME 


2A. CHILD’S RELATIONSlflP TO YOU (Check one) 

□ Son r~l Daughter D Stepan JH Stepdaughter 


1B, SPOUSE'S SOCIAL SECURITY NUMBER 


1C, SPOUSE'S DATE OF BIRTH fmni/dd/yyjiy) 1 D. DATE OF MARRIAGE 


2D. CHILD’S DATE OF fflRTH (mm/ddfyyyyj 


SPOUSE'S ADDRESS AND TELEPHONE NUMBER (JiTrcW. City, Stale. ZIP) 


2E.WAS CHIU3 PERMANENTLY AND TOTALLY DISABLED BEFORE THE AGE OF 18? 

□ 


[~1 YES Q NO 


.S 




Z. NET INCOME FROM YOUR FARM, RANCH, PROPERTY OR BUSINESS 




1 TOTAL NON-REIM8URSEO MEDICAL EXPENSES PAID BY YOU OR YOUR SPOUSE (e.g-poymems fimdociorx. demuls. mediailiom, Medicare, health 
insiimnce, hospital and mining home) VA will calculals a deductible And llic net medical eicpeiisesyou inny claim. 


2. AMOUNT YOU PAID LAST CALENDAR YEAR FOR FUNERAL AND BURIAL EXPENSES FOR YOUR DECEASED SPOUSE OR DEPENDENT CHILD (Mso ei 
spoM-e or child'.! injormallon in Section Fll.) 







VETERAN 

SPOUSE 

CHILD 1 

1, CASH, AMOUNT IN HANK ACCOUNTS (e.g., checking and,Miyings ofcnunu, cernfleotes of deposit, 
individtiol retirement accininis, .<lnck< and hands! 

$ 

s 

$ 

2 MARKET VALUE OF UNO AND BUILDINGS MINUS MORTGAGES AND LIENS, (e.g.. second hamex and 
nnn.hKonie producing properly. Do not count your primary home.) 

s 

$ 

$ 

3. VALUE OF OTHER PROPERTY OR ASSETS (e.g., art, root coins, collecloble.sj MINUS THE 

AMOUNT YOU OWE ON THESE ITEMS, Fxciude household ejjecvt and Jamil}' yehicles. 

$ 

$ 

$ 





Recipient, VAVl veteran or VA pensioner) ai 
considered for enrollment, but onlv if you a; 
this a 


io not receive VA moneiaiy benefits or a nonservice-arnnected veteran (and you arc not an Ex-POW, Purple Heart 
)ur household income (or combined income and net worth) ex^ds the established threshold, this application will be 
o pay VA copayments for treatment of your nonservice-connecied conditions If you are such a veteran by signing 
lie Va copayment as required hy law. 

I understand that pursuant to 38 U.S,C, section 1729, VA is authorked to recover or collect from my health plan (HP) tor the reasonable charges of nonservice-connected 
VA medical care or services furnished or provided to me, i hereby authorke (»ymeni directly to VA from any HP under which 1 am covered (including coverage provided 
under my spouse’s HP) that is respoiisibie for payment of the charges for my medical care, including benefits othenvise payable to me or my spouse, 


ALL APPLICANTS MUST SIGN AND DATE THIS FORM. REFER TO INSTRUCTIONS WHICH DEFINE WHO CAN SIGN ON BEHALF OF THE VETERAN. 


SIGNATURE OF APPLICANT 
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Step 2: Completing your application ... Review the table in step 1 to find out what sections you should complete. 

Answer all questions in those sections. If you need more space to answer a question, attach a sheet of paper to the form containing 
your name and Social Security Number. For each question that you need more room, wiite "Continuation of item” and write the 
section and question number. 

Section II - Insurance Information. Include infonnation for all health insurance policies that cover you. If you have more than 
one health insurer, provide this information on a separate sheet of p^r and attach to the application. If you have access to a copier, 
attach a copy of your insurance cai-ds, Medicare card and/or Medicaid card (Medicaid is a federal/state health insurance program for 
certain low-income people). Bring these cards with you to each health care appointment 

Section IV - Military Service Information. If you are not currently receiving benefits from VA, you should attach a copy of 
your discharge or separation papers from the milit^ (such as DD 2J4 or, for WWII veterans, a "WD” Form), with your signed 
application to expedite processing of your application. 

If you indicate that you received a Purple Heart Medal, we will check our records for amfirmation of your statu.s. If we are unable to 
confirm your status as a Purple Heart Medal recipiwit, we will ask you to provide VA a copy of your DD-2 i 4 or other military service 
records or orders indicating you were awarded the medal. To reduce processing time, you may submit a copy of this documentation 
with your signed application. 

Section VI - Financial Disclosure. The financial assessment is used to determine whether certain veterans qualify for cost-free 
health care services for their nonservice-connected conditions and to assi^ their priority for enrollment. You should review the table 
in Step 1 to see if your eligibility for health care benefits requires or maylw based on a financial assessment. 

If your financial information is used to determine your priority for enrollment and you choose not to disclose this information, you 
must agree to make copayments. However, please be aware that even if you agree to pay copayments, you may not be eligible for 
enrollment and other health care benefits for your nonservice-connecled conditions, it you are placed in a priority group that is not 
eligible for enrollment. 

if a financial assessment is not used to determine your priority for enrollment, you may choose not to disclose your information and 
agree to make copayments for treatment of your nonservice-connected conditions. If a financial assessment i.s u.sed to determine your 
cHgibility for travel assistance, and you do not disclose your financial infonnation, you will not be eligible for this benefit for your 
nonservice-connecled conditions. 

Section VII - Dependent Information. Use a separate sheet of paper for additional dependent children. 

• You may count your spouse as your dependent even if you did not live together, as long as you contributed $600 or more in .support 
last calendar year. 

• You may count your biological children, adopted children, and stepchildren as dependents. But these children mu-st be unmarried and 
under the age of 18, or be at least 18 but under 23 and attending high school, college or vocational school on a full or part-time basis, 
or have become permanently unable to support themselves before reaching the age of !8. 

• Count child .support contributions even if not paid in regular set amounts. Contributions can include tuition payments or payments of 
medical bills. 

Section VIII - Previous Calendar Year Gross Annual Income of Veteran, Spouse and Dependent Children. 

Use a separate sheet of paper for additional dependent children. 

• Report: gross annual income from employment, except for Income from your farm, ranch, property or business, including 
inmrmation about your wages, bonuses. Ups, severance pay and oUter accrued benefits and your child’s income information if it could 
have been used to pay your hou.sehold expenses 

• Report: net income from your farm, ranch, property or busines.s. 

• Report: other income amounts, including retirement and pension income, Social Security Retirement and Social Security Disability 
Income, compensation benefits such as VA disability, unemployment, Workers and black lung, cash gifi.s, interest and dividends, 
including tax exempt earnings and dishibutions from Individual Retirement Accounts (IRAs) or annuities 

• Do Not Report: Welfare, Supplemental Security Income (SS!) and need-based payments from a government agency, profit from the 
occasional sale of properly, income tax refunds, reinvested interest on Individual Retirement Accounts (IRAs), scholarships and grants 
for school attendance, disaster relief payment or proceeds of casually insurance, loans, Agent Orange and Alaska Native Claim 
Settlement Acts Income and payments to foster parents. 

Section IX - Previous Calendar Year Deductible Expenses. Report nonreimbursed medical expenses paid by you or 
your .spouse. Include expenses for medical and dental care, drugs, eyeglasses, Medicare, medical insurance premiums and other health 
care expenses paid by you for dependents and persons for whom you have a legal or moral obligation to support. Do not list expenses 
if you expect to receive reimbursement from insurance or other sources. 

Section X - Previous Calendar Year Net Worth. use a separate sheet of paper for additional dependent children. 

Your net worth is the market value of all the interest and rights you have in any kind of property, However net worth does not include 
your single-family residence and a reasonable lot area surrounding it. It also does not include the personal things you use eveiy day 
like your vehicle, clothing and furniture. 

Step 3: Submitting your application ... 

What do I do when I have finished my application? 

• Read Section V (Paperwork Reduction and Privacy Act Information), Section XI (Consent to Copayments), and Section XII 
(Assignment of Benefits). 

• Make sure you sign and dale VA Form lO-lOEZ in Section XU. You or an individual to whom you have delegated your Power of 
Attorney must sign and dale the form. If you sign with an "X", then you must have 2 people you know witness you as you sign. 

They must then sign the form and print their names. If the form is not signed and dated appropriately, VA will return it for you to 
complete. This will result in a delay in processing your application. 

• Attach any continuation sheets and ncces.sary material to your application. 

Where do I send my application? Mail the original application with a copy of your supporting materials to your local VA 
care facility. You can find the address in your local telephone book, by calling toll-free 1 -877-222-VETS (8387), or on the Internet 
at http://www,va.gov. 

^OV2Do“ 10-10EZ 
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^2^ Department of Veterans Affairs 

APPLICATION FOR HEALTH BENEFITS 

Federal Jaw provides criminal penalties, including a fi 
or making a materially false statement. (See 18 U.S.C. 

ne and/or imprisonment for up to 5 years, for concealing a materia! fact 

tool) 

1. VETERAN'S NAME (iaM, Firm, Middle Name) 

2, OTHER NAMES USED 

3. MOTHER'S MAIDEN NAME 

4. GENDER 

0 Male 0 Female 

5 ARE YOU SPANISH, HISPANIC, OH LATINO? 

Q YES D NO 

6. WHAT iS YOUR RACX? (You may cheek more than one.) (Infomiaiian o- required far siaiimical purpose.^ only.) 
r~| AMERICAN INDtAN OR ALASKA NATIVE 0 SLACK OR AFRICAN AMERICAN 

I I ASIAN 0 WMTE 0 NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 

7. SOCIAL SECURITY NUMBER 

9. DATE OF BIRTH (mm/dd/yyyy) 

10 RELIGION 

8. CLAIM NUMBER 

9A. PLACE OF BIRTH 

11, PERMANENT ADDRESS (Smet) 

11A, CITY 

US- STATE 

lie. Z\P CODE (‘1 digics) 

11D. COUNTY 

11E HOME TELEPHOI« NUMBER (7nc/i«fe(ifT-a(£«frl 

1 1F. E-MAIL ADDRESS 

11G, CELLULAR TELEPHONE NUMBER (JiKlucle area coik) 

tIH. PAGER NUMBER (Include ana code) 

12. TYPE OF BENEPIT(S) APPLIED FOR (You may check nnm than me) 

Q HEALTH SERVICES Q NURSING HOME Q DOMICILIARY Q DENTAL 

13, IF APPLYING FOR HEALTH SERVICES OR ENROLLMENT. WHICH VA MEDICAL CENTER Oft OUTPATtENT CUNIC 00 YOU PREFER? 

14, DO YOU WANT AN APPOINTMENT WITH A VA DOCTOR OR PROVIDER AS SOON AS ONE BECOMES 
AVAILABLE? 

Q VES I am only enrolling in easel need care in the future. 

15. HAVE YOU BEEN SEEN AT A VA HEALTH CARE FACILITY? 

□ VES, LOCATION; Q 

16. CURRENT MARITAL STATUS (Check one) 

0 MARRIED Q NEVER MARRIED Q SEPARATED Q WIDOWED Q DIVORCED Q UNKNOWN 

17, NAME, ADDRESS AND RELATIONSHIP OF NEXT OF KIN 

t7A. NEXT OF KIN'S HOME TELEPHONE NUMBER (Include area code) 

17B, NEXT OF KIN'S WORK TELEPHONE NUMBER (Include ana code) 

18 NAME, ADDRESS AND RELATIONSHIP OF EMERGENCY CCSCTACT 

ISA. EMERGENCY CONTACT'S HOME TELEPHONE NUMBER 
(Include area code) 

18B. EMERGENCY CONTACT'S WORK TELEPHONE NUMBER 
(Indude area code) 

1 ie. INDIVIDUAL TO RECEIVE POSSESSION OF YOUR PERSONAL PROPERTY LEFT ON PREMISES IWOER VA CONTROL WTER YOUR DEPARTURE OR AT THE TIME OF DEATH NOTF 

1 THIS DOES NOT CONSTITUTE A WILL OR TRANSFER OF TITLE (Check one) 

1 Q EMERGENCY CONTACT 0 NEXT OF KIN 


Supercedes VA Form 10-10EZ, June 2004 which will not be used. 
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August 2005 field hearing in Maine. 

Rep. Michaud, asked Mr. Jack Sims, Director of the Togus VAMC, 
if he could provide the Subcommittee with the cost for clinics in 
Lincoln, Dover-Foxcroft and the other recommended sites (e.g, Lew- 
iston- Auhurn). Mr. Sims replied that yes, he could provide prelimi- 
nary costs which are provided helow. 


CROC Name 

Unnamed (TBD) CBOC (4,000 uniques) 


Start Up Costs 
$1,433,865 


Lincoln (1,168 uniques) 


$822,000 - $1,027,500 


Dover-Foxcroft (768 uniques) 
Houlton (300 uniques) 

S. Paris (300 uniques) 
Farmington (300 uniques) 


$555,298 

$525,662 

$525,662 

$525,662 


Start Up Costs Est from $4,388,149 to $4,593,649 


O 


